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WHAT THE GENERAL MAN AND THE 
PEDIATRICIAN SHOULD KNOW 
ABOUT CHILDHOOD DISEASES OF 
THE EYE, EAR, NOSE AND THROAT* 


Howarp 8. Browne, M.S., M.D., 
PONCA CITY, OKLAHOMA 

In presenting this paper before this section, 
I realize that perhaps, I will not present any- 
thing new to you gentlemen, but I may be 
able to call to mind the importance of a few 
diseases which may have been neglected by 
you for the reason that they are classed 
special troubles, and thus are not so inter- 
esting as your own line of work. If you can 
be made to realize that the general practi- 
tioner more than any other must be a spe- 
cialist in all lines, and should recognize cer- 
tain condition early, and if needed refer them 
to the proper specialist, then my purpose will 
have been accomplished, and I will feel well 
repaid for my efforts. 

The average physician is not enthusiastic- 
ally interested in the eye and the ear, due 
largely to the failure of the undergraduate 
schools to provide adequate instruction in 
these subjects, with the result that the grad- 
uate in medicine is insufficiently prepared to 
cope successfully with even the ordinary dis- 
orders which fall very properly within his 
province. A factor which has made otology 
in particular unpopular has been the almost 
universal tendency of the laity and the pro- 
fession to neglect all but the most obvious 
and painful ear affections, until it is too late 
for even the specially trained otologist to 
handle them with any possibility of securing 
brilliant er satisfactory results. The tenden- 
cy to neglect the ears is almost as common 
among the intelligent and well-to-do as 
among the indigent. 

The responsibility for the prevention of 
ear diseases in common with all other ben- 
eficent movements for health reform, rests 
primarily with the medical profession, and 
this responsibility - falls with much greater 
Weight upon the man in general practice, 
than upon the © otologist for it is the former 
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- through ceed and intimate contact 
with the many is alone in a position to give 
help and advice at a time when it will be 
most productive of results. 

Public interest has for a long time been 
actively concerned in the conservation of 
vision, and nearly all states have laws to 
prevent ophthalmia neonatorum, and to safe 
guard the eyes in industrial plants, but in 
spite of this fact every one of us know of 
cases of neglect both on the part of the par- 
ents, the physician or the employer, which 
has resulted disastrously for the one most 
vitally concerned. 

I would like to discuss with you for a few 
minutes, some specific diseases which are 
common in childhood, but which do not al- 
ways receive the care which they should 
have. Taking up the eye first we might 
give a little thought to the common disease 
of childhood, “Pink eye,” so well known and 
so well neglected. It is characterized by a 


profuse amount of pus, is rapidly contagious 
and may lead to corneal ulcers with loss of 


vision, yet there are few oculists who have 
not seen iritis, keratitis and even foreign 
body on the cornea diagnosed as “pink eye” 
by the family physician, the druggist, and 
the all wise neighbor who has a remedy for 
everything from ingrowing toenails to a bad 
disposition. We know that Zine Sulphate is 
practically a specific for the Koch-Weeks 
Bacillus Conjunctivitis, and yet how many of 
you are using argyrol or boric acid with little 
or unsatisfactory results. 

To mistake iritis or even foreign body in 
the cornea for “pink eye” is a crime none of 
us should be guilty of, and the patient may be 
blind for life through our carelessness. 


Trachoma another childhood disease 
which is often mistreated and neglected. The 
little patient is given some argyrol or yellow 
oxide ointment, and told that it is only a 
case of follicular conjunctivitis, and it will 
get well in a short time. When the case does 
get to the oculist, there may be irreparable 
damage from ulcers of the cornea and pannus. 
If in doubt as to the diagnosis in trachoma, 
and you cannot get your patient to the spe- 
cialist, treat it as trachoma and keep it un- 
der observation at least. These cases do not 
take care of themselves. They need treat- 
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ment, and need it in time to save the eye. 
Spasmodic treatments and home remedies will 
not suffice, and since you are the men who 
see these cases early it is your duty to empha- 
size the importance of continuous and pro- 
longed treatment until a cure is effected in 
order to avoid the sequela which inevitably 
result from neglect of this disease. 


I cannot leave the discussion of the eye 
diseases without mentioning Ophthalmia ne- 
onatorum. This as you know is a disease of 
the eye occurring at or shortly after birth, 
just at the time when the pediatrician takes 
charge of the infant. In spite of our laws 
requiring the silver nitrate treatment at the 
hands of the physician in charge there often 
occurs a case where it is neglected. Dundas 
(1) reports a case of ante partum purulent 
conjunctivitis which died on the tenth day 
in spite of the usual treatment, which shows 
that not only loss of vision but loss of life 
may result from this disease. 


Another frequent trouble seen by the 
“other fellow” before the oculist sees the 
case is poor vision, including squint. These 
youngsters may not know they do not see 
well, the parents may not know it, and the 
teacher sends a note home that Johnnie is 
not getting along well in school and cannot 
see the blackboard. If he falls into your 
hands you owe it to him to make sure that 
his vision is alright, or if it is a case of squint 
that he is sent to the proper specialist for 
the treatment. He should not be dismissed 
with the injunction that a dose of castor oil 
is all he needs, and that he will outgrow the 
“cross eyes.” Those cases of squint which 
are outgrown, we are sorry to find have done 
so at the cost of vision in one eye, which 
neither nature nor the best oculist can rem- 
edy. A little timely, conscientious advice at 
the proper time may mean all the difference 
in the world to Johnnie insofar as his eyesight 
is concerned. 

THE EAR 


The most frequently met disease of the ear 
in childhood, and I may say a frequently 
neglected one, is acute otitis media. In these 
cases it is imperative that an early diagnosis 
be made. An early paracentesis of the drum 
is necessary to save irremedial damage. Nich- 
olson (2) states that influenza is the com- 
monest cause of acute otitis media, and in 
most cases of the acute suppurative type. 
The infection may involve children from 
birth to adult life, but is especially frequent 
in infants. The infection may be due also to 
the streptococcus, the staphylococcus, pneu- 
mococcus and Klebs-Loeffler bacillus. In- 
fection in the naso-pharynx enters and trav- 


els along the Eustachian tube to the middle 
ear. All cases with profuse purulent dis- 
charge involve the mastoid. The pus, if not 
evacuated by operation, in most cases rup- 
tures through, and causes sloughing of the 
drum membrane, a damage which cannot 
usually be repaired. This takes place in 
from one to four days in severe cases; in 
mild purulent cases from ten to fourteen 
days, discharging profusely in from one to 
two weeks, then subsides. The most con- 
stant symptom of acute otitis media is tem- 
perature ranging from 100 to 106. Next in 
importance is pain, although there are cases 
of acute purulent otitis media with early 
diagnosis and prompt treatment, recover 
without any complications or subsequent in- 
volvement of hearing. 


I would like to suggest that an “ear-ache” 
which lasts from twelve to thirty-six hours is 
a likely case for the otologist. It is well 
known and favorably remarked that due to 
the early and conscientious diagnoses being 
made by the general practitioner and the 
pediatrician, nowadays there are not nearly 
so many cases of mastoid operations as in 
previous years, when an ear ache was a nec- 
essary evil, and early paracentesis properly 
done, a rarity. 

May I remark in passing that chronie 
otitis media is a case for the specialist and 
should not be treated by any one else. Even 
with the co-operation of the patient and with 
the best efforts of the otologist, these unfor- 
tunate cases do not terminate happily, as to 
hearing. It might not be amiss to remind 
you that mastoiditis does occur in early in- 
fancy, notwithstanding a general belief to the 
contrary. Nicholson reports having seen 
eight operative cases in infants from nine to 
fifteen months of age, during the year 1920. 
All had perfect recoveries by early operation, 
with no impairment of hearing. 


The sad side of the picture you all well 
know. The earache stopped of its own ac- 
cord; the pus came and is still coming. It 
may be one year or ten years later, but it 
is still coming. It may be that the child got 
better of the pain but now it is awful sick 
and there is a swelling behind the ear and a 
tender spot over the mastoid. These are the 
cases 1 would warn you not to let your care- 
lessness or indifference lead you into. The 
otologist does not want them at that stage, 
but would rather you had called him early, 
and thus possibly have avoided the miserable 
complications which may follow a simple 
“ear-ache.” 

THE NOSE AND THROAT 


Adenoids and tonsils we have with us al- 
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ways, but because such is a fact is no reason 
that they should be indiscriminately _re- 
moved. Benjamin (3) states that grinding 
of the teeth by children is a most important 
symptom of adenoid growth. It may be the 
only symptom present, and is very rare in 
children not suffering from adenoid growth. 
Out of 271 children with adenoids in whom 
grinding of the teeth was a prominent symp- 
tom, 219 were freed from this following 
operation, 24 were improved and 28 derived 
no benefit. 


adenoids 
concern. 


When to remove the tonsils and 
is a matter that should be of much 
Heiman (4) makes a plea that in selecting 
eases for the removal of tonsils and adenoids 
we should be guided by safe and conservative 
principles. If there are obstructive symp- 
toms, mouth breathing, snoring at night, with 


no evidence of a high arched palate as the 
cause of obstruction, the adenoids should be 
removed. If there is a persistent nasal dis- 
charge that does not yield to the usual thera- 
peutic measures and in the absence of a sin- 
usitis, the adenoidectomy should be _per- 
formed. If the tonsils are sufficiently large 
to cause obstruction, difficulty in breathing 
or swallowing, tonsillectomy is indicated. Or 
if there is frequent recurrent appearance ot 
cheesy material in the crypts, foul odor of 
the patient’s breath or persistent cervical 
adenitis, tonsillectomy is indicated. 

The age at which to operate depends upon 
the case. Adenoids may be removed without 
anesthesia, in infants a few months old. 
Freeman (5) advocated relief of adenoid ob- 
struction in infants under two years of _age, 
because they do not have the intelligence that 
leads older children to seek relief by a wide 
open mouth. Neglect to operate in these 
cases sometimes leads to reflex conditions, 


failure to’ gain in weight, restlessness, con- 


vulsions,- asthma and eczema. Cohen (6) 
states that tonsils should not be removed be- 
fore the age of two years unless some special 
indication exists. It is a well known fact 
that children who have had their tonsils and 
adenoids removed rarely develop mastoiditis. 
It is also recognized that chronic ear suppura- 
tion may in many instances be cured by the 
removal where necessary whenever the middle 
ear discharge did not stop in three weeks. 
SINUSITIS 
Phelps (8) states that a diseased sinus may 


produce local symptoms, or it may act as a 
focus and produce general symptoms. Every 
child with meningeal symptoms, an anemia, 
increased temperature of unknown origin, or 
with asthma or nephritis, pyelitis, arthritis, 
endocarditis, headaches, or long standing 
colds, bronchitis, indefinite gastro-intestinal 
symptoms or cyclic vomiting, should be very 
carefully examined for sinusitis. The most 
frequent local symptoms are nasal discharge 
and headache. If it can be established that 
the headache decreases when the discharge 
begins, or the headache is worse in the morn- 
ing, or on bending the head forward, it is 
suggestive of sinusitis. Sneezing is said to 
be a common symptom. Tenderness over 
the sinus, swelling of the eyelids, of cheeks, 
and fistula in the upper or lower lids are sus- 
picious signs of this trouble. 

The diagnosis of paranasal sinus disease in 
young children and infants is sometimes very 
difficult. L. W. Dean (9) who has done ex- 
tensive work on this subject, has devised var- 
ious routine procedures which he uses to diag- 
nose involvement of the different sinuses. 
The X-Ray is the most important in this 
work as it shows to what degree the sinuses 
are developed and at the same time gives 
some information regarding their pathology. 
Ordinarily the ethmoid sinuses are always 
developed at birth, the maxillaries are almost 
always.present, while the frontals usually ap- 
pear at the age of four. The sphenoid is 
usually developed at birth. 


An inflamed pharyngeal wall, in the ab- 
sence of diseased tonsils and adenoids, is 
very suggestive of paranasal sinus disease. 
The naso-pharyngoscope gives valuable in- 
formation in the diagnosis of these cases. 
Since the treatment of such conditions is with 
very few exceptions restricted to the ordinary 
treatment of the associated conditions, it is 
not a matter of very great importance wheth- 
er an actual diagnosis of this or that sinus 
involvement is made. The prognosis in para- 
nasal sinus disease in infants and young 
children is good. Eighty percent may be 
cured by removal of tonsils and adenoids. In 
a few cases a change of climate is necessary 
for complete recovery. 

In conclusion I would like to plead for a 
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greater cooperation on the part of those who 
see the cases early, and the specialist in Eye, 
Ear, Nose and Throat diseases. We are all 
primarily working for the betterment of hu- 
manity, and it is much easier to do what is 
necessary early than it is after it is too late. 
I have a wholesome respect and admiration 
for those wonderful fellows who must take 
the initiative and the responsibility when as 
the “family physician” they are first called 
to see those cases. They are entitled to a 
wonderful amount of credit, but at the same 
time it does not detract from their glory or 
prestige if they will call consultation early. 
The specialists advice is worth more if given 
in time, than if given when there is little or 
nothing that can be done. 
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THE INTRA-PERITONEAL USE OF 
DIPHTHERIA ANTITOXIN* 


C. E. Braptey, M.D. 
TULSA, OKLAHOMA 


Diphtheria antitoxin was first placed on 
the market in 1894, and since that time the 
dosage and method of administration has 
been a source of considerable discussion. It 
is my purpose in presenting this paper to 
show the advantages of the intra-peritoneal 
route over other methods, as to simplicity of 
technique and reactions. 


The super concentrated serum produced 
now through the removing of all inert pro- 
teins, have reduced the anaphylaxic reactions 
to practically nil, and there need be no fear 
in giving the antitoxin to all children suffer- 
ing from diphtheria, except the know asth- 
matic and they may be easily desensitized. 


The adding of adrenalin one minimum of 
1:1000 soluition for each year of age, will 
also prevent serious reaction. 


I want to add here that from my observa- 
tion and treatment of many cases, and from 
the teaching of Dr. Woody at the Municipal 
Hospital in Philadelphia, I believe in large 
doses of antitoxin. Twenty thousand units 
being the minimum administrated intra-mus- 
cularly to the mildest cases. 





* Read before Section on Obstetrics and Pediatrics, Annual Meet- 
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METHODS. The intra-muscular and sub- 
cutaneous methods are too well known to 
warrant discussion. Both methods cause con- 
siderable reaction such as heat, redness and 
pain, which is very annoying to the child. 
These reactions usually last two or three days. 

Intravenous method is the ideal way, as 
you place the antitoxin directly into the blood 
stream and there is no local reaction, pro- 
vided none of the serum escapes into the sur- 
rounding tissues, but unfortunately at the 
ages of one to three, when children are most 
susceptible to diphtheria, it is very difficult 
even for the expert always to pick up a vein. 

Intra-peritoneal injection is a simple and 
safe procedure, and since first described by 
Blackfan in 1918, has been used frequently 
for the introduction of normal saline, and 
recently whole blood has been given with rap- 
id absorption and no ill effect. 


Platou was the first to give the antitoxin 
intraperitoneally. He diluted the serum with 
eight to ten ec. normal saline and gave it by 
gravity. Dr. Platou first administered it to 
rabbits and found the serum produced no in- 
flammatory reaction to the peritoneum. He 
then made a comparative study in twenty- 
one patients, giving the serum intramuscular- 
ly in nine cases, while twelve were treated 
intraperitoneally, two were moribund at the 
time of the administration of the antitoxin, 
one dying thirty-five, and the other in twelve 
hours after receiving the antitoxin. 

At autopsy no free fluid or other evidence 
of inflammatory or local reaction was found. 
By laboratory test, he (Platou) has shown 
that absorption of the antitoxin injected in- 
terperitoneally is five times greater than fol- 
lowing an mtramuscular injection. The ab- 
sorption being so rapid from the peritoneal 
cavity that in one hour enough antitoxin will 
be absorbed to neutralize any uncomplicated 
case of diphtheria. The younger the patient 
the more rapid the absorption. The peak of 
units of antitoxin found in the blood accord- 
ing to him, is reached in thirty-six hours, 
when given intraperitoneally, and seventy- 
two hours intramuscularly. 

My technique for giving diphtheria anti- 
toxin intraperitoneally is as follows: 

First I do a skin sensitization test, then 
make sure the bladder is empty. The child 
is placed in the recumberent posture, and an 
assistant restrains him. The most favorable 
site for the injection is through the linea 
alba and just below the umbilicus. The skin 
is prepared in the usual surgical way by be- 
ing painted with iodine and washed with al- 
cohol. The ordinary stock syringe of twenty 
thousand units of concentrated or super con- 
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centrated serum is warmed to about body 
temperature. 

The skin and subcutaneous tissues are 
picked up between the thumb and index 
finger of the left hand, keeping the beveled 
side of the needle posteriorly and pointing 
upward, it is plunged obliquely through the 
abdominal wall into the peritoneal cavity. 
The serum is then slowly injected, the needle 
withdrawn and the puncture sealed with col- 
lodion. 

Report following cases I have treated since 
January 1-24. 


Case 1, Jan. 15: P. T. Age three years, had 
high fever and sore throat three days. Child 
looks toxic, anterior cervical glands very 
much swollen. Sero sanguinous discharge 
from nostrils, breath very foul. T. 104, P. 
156. Both tonsils, pillars and uvula covered 
with thick grayish membrane. 20,000 units 
diphtheria antitoxin given intraperitoneally. 

Jan. 16: Twelve hours after injection T. 
100, P. 120, swelling of glands subsiding, 
membrane breaking loose, nasal discharge 
much less, child looks less toxic. Report cul- 
ture positive, bowels moved and child ate good 
breakfast and feels fine. 

Jan. 17: T. 98, P. 100, glands subsided, 
throat clean, recovered. 

Case 2: E. T. Sister of case 1. Age five 
years. Complained of sore throat and fever 
for two days. Child toxic enlarged anterior 
cervical glands. Tonsils covered with mem- 
brane T. 101, P. 136. 20,000 units antitoxin 
intra-peritoneally. 

Jan. 16-24. T. and P. normal. Tonsils al- 
most free from membrane. Recovered. 

Case 3, Fes. 7: M. 8. Age four years. 
Sick with cold and difficult breathing for 
three days. Patient very toxic and has ashy 
color, skin moist and clammy, face anxious 
expression, rapid respiration with marked 
pulling. T. 99.6, P. 140, large anterior cer- 
vical glands. Tonsils covered with thin gray- 
ish glistening membrane. 20,000 units anti- 
toxin intraperitoneally. Twelve hours later 
child slightly improved, but I gave 20,000 
intramuscularly. 

Feb. 8: General condition much better, 
complaining of pain in right thigh: site of 
my intramuscular injection. Recovered. 

Case 4, Fes. 15: B. L. Age four years, 
has had sore throat and swollen anterior cer- 
vical glands five days. Tonsils covered with 
membrane. T. 101, P. 135. 20,000 units 
intraperitoneally. 

Feb. 16: Condition improved. Recovery. 

Summary and Conclusions: 
1. The technique of intraperitoneal injec- 


tion of antitoxin is a simple and safe 
procedure. 

. General reactions may occur, but are 
greater in the intravenous than other 
methods. 

3. Local discomfort is absent in the intra- 
peritoneal method. 

4. It is adapted to infants and young chil- 
dren where veins are inaccessible. 

I wish to thank Dr. V. K. Allen for re- 
ferring me patients 1 and 2, and Dr. J. C. 
Peden who assisted me in the first cases 
treated. 


(1) E. 8. Platou Archives of Pediatrics 40.575 September 1923. 
(2) Blackfan & Maxey, A. M. Journal, Dis. Child, 1918-15. 





THE OPERATIVE TREATMENT OF IN- 
FANTILE PARALYSIS* 


Ben L. Scuoo.rrm.p, M.D. 
DALLAS, TEXAS 


Acute anterior poliomyelitis, or infantile 
paralysis, is an acute infectious disease oc- 
curring endemically and sometimes epidem- 
ically. As patients affected with this disease 
are usually seen first by men in general prac- 
tice, it is with the resulting disability and 
deformity that the orthopedic surgeon most 
concerns himself. 

It is not to be inferred from the title of 
this article that the treatment of this condi- 
tion is entirely of an operative nature. One 
must not overlook the value of such meas- 
ures as rest, massage, muscle training, and 
supportive apparatus or braces. All of these 
are valuable agencies when properly used. 

It is our purpose in this article to outline 
the operative treatment as well as may be, in 
the short space of time allotted. With this 
in mind, let us consider briefly the causes of 
deformity and the types of deformity most 
frequently met with. 

The causes of deformity are gravity, habi- 
tual posture, functional use, and contracture 
or shortening of the active muscles antago- 
nistic in action to the paralyzed ones. 

The paralysis is usually confined to one 
or both of the lower extremities, but the ab- 
domen, back, and upper extremities are by 
no means immune to its baneful effects. So 
that deformity or disability is most often seen 
in the lower extremities. Among the most 
common deformities found, then, are flexion 
contracture of the hip and knee, equinus and 
calcaneus deformities of the foot, or either 
of the latter associated with lateral distor- 
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tion of the foot—that is, the varus and val- 
gus deformities. Rotary lateral curvature of 
the spine and flail shoulder are fairly com- 
mon sequences of the disease. Paralysis or 
marked weakness of the gluteus medius 
muscle is fairly often seen, and is the source 
of a troublesome limp. 


Operative work may be classified, in gen- 
eral, into shortening of over-stretched weak- 
ened mucsles, stretching or open length- 
ening of tendons in a _ state of con- 
tracture, tendon transplantation, and the 
so-called “stabilizing” operations. This lat- 
ter term has been somewhat over-used in 
some quarters. Such operations are quite 
often necessary, but one should exercise care 
lest he become over-enthusiastic in the de- 
struction of joints for this purpose. It is 
better, generally speaking, to do a more con- 
servative operation and reserve these radical 
procedures to be used as a last resort in case 
of insufficient success with the more con- 
servative measures. It may be laid down as 
a maxim that deformity must always be cor- 
rected before any tendon work is attempted. 


A weakened muscle whose tendon is 
stretched out cannot possibly act efficiently, 
hence it is necessary in such cases to shorten 
the tendon by operative means and in this 
way one often observes decided increases in 
muscular power, even a good many years 
after the original attack. 


Flexion deformity at the knee may be cor- 
rected by putting up the affected part in 
plaster of Paris, cutting the plaster at the 
level of the joint, and gradually insinuating 
from behind a wedge of cork, forcing the 
edges of the plaster farther apart each day, 
thus slowly correcting the deformity. Stretch- 
ing under anesthesia may be used, or open 
—* of the hamstring tendons may be 

one. 


For marked weakness or paralysis of the 
quadriceps extensor muscle, transplantation 
of one or more of the hamstring tendons into 
the patella has been done with considerable 
success. The biceps femoris is usually taken 
for this purpose. Some of the men who at- 
tempt to formulate rules for tendon work, 
have stated that a flexor muscle will never 
take the place of an extensor, but if this rule 
may be correctly applied to other parts of 
the body, we find here an exception. Natural- 
ly, the biceps will not entirely fulfill the 
function of the quadriceps but it serves to 
decrease to a marked degree the extent of 
disability incident to quadriceps paralysis. 


One of the most frequent deformities ob- 
served about the foot is valgus, with or with- 


out equinus. For this condition several op- 
erations have been devised. Here there is 
marked weakness or paralysis of the tibialis 
anticus or of this associated with a similar 
condition of the tibialis posticus. If it is a 
case of weakness, and not one of paralysis 
of these muscles, the reinforcement operation 
may be done by transplanting the extensor 
communis digitorum into the anterior tibial 
after shortening the tendon of this latter. 
Another operation known as the “loop opera- 
tion” has been devised for this condition but 
it is rather complicated in its technique and 
should be done only in those cases where 
the tibial muscle is completely paralyzed. 
Bringing over the peroneus longus to the in- 
ner border of the foot has also been done and 
may be found useful where the tendons usual- 
ly transplanted in the foregoing operations 
are not strong. 


For varus deformity of the foot, one or 
both of the tibials may be transplanted to 
the outer border of the foot. Astragalectomy 
has also been done for this condition. 


Let it be understood that no definite rules 
may be formulated for tendon transplanta- 
tion. One must take into consideration all 
the factors in the case in order to determine 
what should be done in each individual case. 


We shall now take up those procedures 
whose primary object is to promote stability, 
falling mostly under the class of arthrodeses 
or joint-stiffening operations. Another one, 
which has become a classical procedure is 
the astragalectomy. The time alloted will 
not permit a detailed description of all of 
these but, in general, they consist of the re- 
moval of ‘the cartilaginous surfaces of the 
joints and fixation for a time in plaster of 
Paris in order to promote anchylosis. Bone 
pegs and bone grafts may be used as ad- 
juncts. 


Arthrodesis may be done at the shoulder 
for deltoid paralysis and at the knee for com- 
plete or nearly complete loss of power of 
flexion and extension. At the foot, the sub- 
astragaloid arthrodesis will suffice in some 
conditions, but some orthopedic surgeons 
stiffen also the medio-tarsal joint as well as 
the ankle joint “per se.” 


Astragalectomy is one of the best proced- 
ures at our command, but it is also perhaps 
the most abused operation in existence, cer- 
tainly in the domain of orthopedic surgery. 
In order to get adequate results, the exact 
technique must be thoroughly understood and 
its indications must ever be kept in mind. 
The chief indications are calcaneus and 
danglefoot. 
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Finally, we come to that most distressing 
deformity, severe rotary lateral curvature of 
the spine. Here the deformity should be 
corrected, as far as possible, by the use of 
the corrective plaster-of-Paris jackets sup- 
plemented, if need be, with the use of trac- 
tion in the recumbent attitude. Then the 
operation of spinal fusion should be done to 
maintain the correction and arrest further 
development of the deformity. This same 
line of procedure may well be applied to that 
other variety of progressive scoliosis of 
severe form, said to be of “idiopathic” origin. 


It is desired to emphasize a few important 
facts. I have yet to see a cripple from this 
disease whose condition could not be mater- 
ially improved. There are extremely few of 
them who cannot be taught to walk about 
with the assistance of braces and crutches. 
There are patients with practically no power 
in the lower extremities but with good arm 
power, who move around at will by their own 
efforts. There are those who get about by 
means of the so-called “tripod method” of 
walking who have only one good arm and 
the other one good enough to allow them to 
hold a crutch. 


To sum up, then, there are a large number 
of cripples for whom nothing has been done 
and commonly regarded as hopeless, for 
whom much can be done to improve their 
outlook on life. No set rules can be made 
but the individual case must be managed ac- 
cording to its own merits. Conservatism 
should, in general, be the rule for handling 
these patients, but there are cases where only 
radical measures will produce the results 
sought after. 





Discussion: EARL D. MCBRIDE, OKLAHOMA CITY. 


Mr. Chairman and feilow members of the 
Society: The operative procedure in infantile 
paralysis is one that should receive the clos- 
est possible attention and muscles should 
never be transplanted or bone removed until 
it is definitely determined what the ultimate 
result will be from the mechanical standpoint. 
The operative procedure should not be under- 
taken under two years from the time of the 
acute illness, because there is a certain 
amount of regeneration which will take place 
up to this time if deformity is prevented. 


The most successful operation of a cor- 
rective nature is that of Astragalectomy. It 
is mechanically perfect when done for the 
specific deformity known as calcamo-valgus 
or complete flail foot. When the Whit- 
man technique is used and the foot is placed 
well backward the result in ankle joint move- 


ment is somewhat similar to that of an arti- 
ficial ankle joint. There is a limited flexion 
and extension movement but no _ lateral 
movement and this gives a stability which is 
very much to be desired. Personally 1 like 
this operation much better than the arthro- 
desis as it is a simpler procedure and is ab- 
solutely accurate. The most successful ten- 
don transplantation is that of the anterior 
tibial being transplanted to the outer border 
of the foot for varus deformity. It is a very 
strong muscle and when indicated is sure to 
give satisfactory results. 

The Loop operation as described by Whit- 
man for valgus is also very successful but 
is a very tedious operation. When there is a 
flail knee and flail ankle with very good hip 
muscles, arthrodesis of the knee joint with 
astraléctomy gives a satisfactory walking leg 
which does not require bracing. Transplant- 
ing of the biceps into the patella is successful 
only in well selected cases. I believe that 
corrective operation should be done in all 
cases where possible so as to relieve the pa- 
tient of the burden of braces. 





UROLOGICAL PROBLEMS IN CHILD- 
REN* 


From the urological service department of Chil- 
drens Mercy Hospital, Kansas City, Mo. 


Curnton K. Smirn, M.D. 
KANSAS CITY, MO. 


Urological problems in children have here- 
tofore received almost no attention, from the 
standpoint of modern Urology. I believe 
that there are two rather definite reasons for 
this. First, the previous lack of urological 
instruments sufficiently small in size to make 
exploration of the urinary tract in these little 
patients practicable. Second, the infrequent 
opportunities of studying these cases by urol- 
ogists, due to the fact that pediatricians and 
general practitioners, who first see these pa- 
tients are not yet generally familiar with the 
possibilities of applying in children the diag- 
nostic methods so well known in adult urol- - 
ogy. This attitude deserves no criticism. 
For, with the exception of the contributions 
of, (1) Kretchmer, (2) Hyman, (3) Stevens 
and a few others, our literature is barren on 
this subject, and in consequence it is hardly 
to be expected, that ideas on so broad a sub- 
ject, should become crystallized, generally, 
with this comparatively small amount of evi- 
dence. Be that as it may, however, I believe 
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that as it becomes more generally recognized 
that modern methods of urological procedure 
now are equally as practical in children as in 
adults, those who primarily see these cases 
will more often avail themselves of this ad- 
vantage in diagnosis. 


Urinary pathology in children does not dif- 
fer, in general, from that found in adults, ex- 
cept the small percentage of lesions incident 
to age, as hypernephroma, prostatic hyper- 
trophy, ete. 

It may be contended that children with 
urological symptoms are a transient problem; 
that most of these cases recover rather 
promptly on expectant treatment. There is 
a considerable basis of fact for this conten- 
tion. The resistance of youth; the aptitude 
with which youthful physiology becomes ad- 
justed, in compensation to numerous de- 
rangements, undoubtedly accounts for the 
apparent recovery in these cases. But the 
underlying cause of the symptomatology is 
there, and I am firmly convinced, that many 
of the lesions, with which we have to deal, 
in the adult, particularly lesions in the upper 
urinary tract, are but an expression of declin- 
ing adult physiology and resistance in the 
presence of a congenital defect, which was 
the underlying factor in the symptomatology 
in the child. (4) In a previous article I have 
pointed out the congenital aspect of ureteral 
obstruction. 

It is a rather generally accepted idea, that 
metastatic infection has something to do with 
the well marked ureteral stricture formation, 
which is now so commonly recegnized in 
adults, with attendant dilatation of the ureter 
or renal pelvis; often to an enormous degree. 

There is also abundant proof that lesions, 
similar in character, in a wide degree of de- 
velopment, are present in childhood, even in 
utero. It, therefore, seems logical to 
presume, that the child who has a tran- 
sient dysuria, pyuria, or hematuria fol- 
lowing some of the infectious diseases, or an 
exacerbation of nasal, pharyngeal, or intes- 
tinal infection, may be afflicted with a con- 
genital obstruction of the ureter, which be- 
comes a lodgement point for metastatic infec- 
tion, but which does not exhibit persistent 
symptomatology until further narrowing oc- 
curs, perhaps some years later, a result of 
fibrous tissue formation. 

If this position is tenable, it is clear that, 
by failure to recognize this obstruction in 
the child, we have missed the opportunity of 
dealing with a problem, which in early life 
may have been successfully solved; but 
which when seen years afterwards in the ad- 
ult, when extensive damage has occurred, pre- 
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sents anything but a favorable outlook for 
repair. I am firmly convinced, that the well 
known frequency with which pyelitis of preg- 
nancy occurs, could be greatly modified by 
the recognition and treatment of upper urin- 
ary tract pathology in early life. 

SYMPTOMS AND INDICATION. FOR DIAGNOSTIC 
INVESTIGATION 


Children, especially very young children, 
are obviously not able to describe their symp- 
toms with accuracy and clearness. The ob- 
jective symptoms, therefore, are the evidence 
upon which we must largely depend, as an 
indication for investigation. Pus in the urine, 
with or without attendant rise of tempera- 
ture, is the most frequent and important 
symptom. Of next importance is urinary 
disturbance, (enueresis, frequent or painful 
urination). Hematuria is uncommon, as 
comparied with adults, due to the fact that 
malignant tumors of the bladder or kidney 
which contribute to a considerable degree, to 
the hematuria of adults, are rarely, if ever, 
seen in children, with the exception of renal 
sarcoma. 

Persistent abdominal pain in children 
should be kept in mind as a possible symp- 
tom of obstruction in the upper urinary tract. 
The pain period during the development 
of hydronephrosis, is sometimes passed in 
early childhood, and not recognized as 
such, thus accounting for the absence 
of this symptom in the history of some 
hydronephroses in adults. 

Pus in the urine, as in the adult, is not of 
itself indicative of any particular lesion. It 
may be due to cystitis, uretero-pyelitis, stone 
in the bladder or upper tract, bladder diver- 
ticulum; or with the female, if the specimen 
is voided, the pus may be from a_ vulvo- 
vaginal infection. It is just as essential to 
obtain the specimen by catheter in the child 
as in the adult. I recall such an instance. 
A girl eight years of age had been treated for 
pyelitis upon the evidence of fever with pus 
and colon bacilli in the voided urine. There 
had been no improvement. A _ catheterized 
specimen was entirely negative, but a smear 
from the vulva showed pus and colon bacilli, 
which accounted for the urinary findings. The 
temperature was due to pulmonary tuber- 
culosis. 

I believe, that the above situation answers, 
in a large degree, the predominating frequen- 
cy with which infection of the urinary tract 
occurs in female children. The infection, 
probably very often, gains access to the blad- 
der or upper tract by direct extension. 

Pus and infection in the catheterized 
specimen is indicative only of involvement 
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above the urethra, and the source must be 
demonstrated by the cystoscope and ureter 
catheter. However, from personal observa- 
tion, pus in the urine, in the female child, as 
in the female adult, is, comparatively speak- 
ing, more often a bladder involvement. The 
diagnostic problem of hematuria is a similar 
one, and cystoscopy is essential. 

CYSTOSCOPY, URETERAL CATHETERIZATION, AND 

RADIOGRAPHY 

CYSTOSCOPY, is the key to equally as 
many diagnostic problems in children as in 
adults. It is not as practicable in boys as 
early as in girls, for obvious anatomical 
reasons. However, as previously mentioned, 
the indications for cystoscopy are far more 
frequently encountered in the female patients, 
due to the more frequent occurrence of blad- 
der infection, probably a result of anatomical 
difference; the frequent menace of vyulvo- 
urethral infection from constant rectal con- 
tamination. Consequently, cystoscopy and 
ureteral catheterization are more often neces- 
sary to differentiate this from pyelitis or 
other renal infection. 

For the same reason (frequent bladder in- 
volvement) pyelitis is more frequently en- 
countered in girls. I doubt that congenital 
irregularities are more frequent in the upper 
urinary tract in girls, but it is obvious, that 
a urinary stasis in the upper tract is more 
frequently subjected to the presence of infec- 
tion, of which the colon bacillus is the most 
common type, due to the above mentioned 
bladder involvement. 

Cystoscopy, in girls, is practical from in- 
fancy, and anesthesia is seldom necessary. In 
boys, as previously mentioned, cystoscopy is 
not generally practicable as early as in girls, 
as the urethra does not admit instruments of 
sufficient size, to be of practical use, without 
considerable trauma and my attitude toward 
cystoscopy in boys is that of conservatism 
under two to three years of age, unless the 
need for the procedure is most urgent; par- 
ticularly with the use of cystoscopes of suf- 
ficient size for ureteral catheterization, al- 
though, the small observation scopes can be 
used earlier, for the diagonsis of bladder 
stones, diverticula, congenital valves of the 
posterior urethra, etc., which are often the 
cause of frequency and pyuria; and which 
occasionally are the factor in persistent eneu- 
resis. I have been able on one occasion to 
pass a small observation scope in a boy two 
weeks of age without apparent ill effect. 

There is another bladder problem which, 
although rare in children, is of the greatest 
importance when it does occur, and that is 
the paretic bladder of spinal cord involve- 


ment. Congenital syphilis is, of course, the 
underlying problem. This lesion should al- 
ways be kept in mind, and careful inspection 
made of the bladder musculature for evidence 
of the lesion, especially if there is retention 
of urine, (residual urine). 

URETERAL CATHETERIZATION: The 
ureter catheter at once differentiates be- 
tween bladder and kidney involvement. Case 
No. 1 is illustrative of the value of this diag- 
nostic procedure. Catheterization of the 
ureters is practical and not particularly diffi- 
cult. The ureter in the child is, in compar- 
ison, considerably larger than in the adult. 
Even in the infant of a few months, the or- 
dinary No. 5 F. catheter can usually be 
passed without difficulty. 

The utmost gentleness must be used in 
carrying out the entire cystoscopic procedure. 
Especially if it is to be attempted without 
anesthesia. It must further be remembered 
that in those cases, in which ureteral cath- 
eterization is indicated, obstructions of the 
ureter are not uncommon, and ureteral cath- 
eters have occasionally been pushed through 
the walls of the ureter in adults. Again, the 
length of the ureter is variable according to 
the age and size of the child, and the renal 
pelvis should be approached with caution. 

Catheterization of the ureter, in addition 
to providing urine for differential diagnosis, 
is also of other diagnostic value. It often 
discloses the presence of obstruction. The 
rapid escape of urine, in a continuous flow, 
is diagnostic of hydro-ureter or hydro- 
nephrosis. 

The ureter catheter is indispensable in 
the determination of the relative function or 
working capacity of the kidneys. Here again, 
are problems similar to those encountered in 
adults, in which the relative function is the 
key to the situation, as illustrated by Case 
No. 2. In this instance catheterization of the 
ureter from which pus could be seen to escape 
was never successful, due to contraction of 
this ureter, drawing the orifice from view, 
and the status of that kidney could only be 
ascertained by functional tests, made with 
the catheter in the opposite ureter, checking 
this against the amount of dye which ap- 
peared in the bladder from the diseased side. 

RADIOGRAPHY: Urinary calculi are not 
uncommon in children, and the X-Ray 
should be made use of as readily as in adults. 

PYELOGRAPHY: Although the radio- 
graph is the key to the diagnosis of urinary 
calculi, it is probably of greater importance 
in pyelography. For the reason that through 
pyelography, we are able to study the mal- 
formations of the upper urinary tract, and 
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group around them the symptomatic and 
pathologic ensemble, with the purpose to de- 
termine, as nearly as possible, to what extent 
these malformations are responsible for the 
development of the pathologic problem. 


The same situation obtains, as in the adult, 
with persistent pyelitis, namely; a more or 
less degree of obstruction at the renal pelvic 
outlet with attendant urinary stasis. In 
consequence, when these conditions are 
noted in very young children, it seems 
fair to presume that we are dealing with an 
infected congenital hydro-nephrosis. I wish 
to be understood in this connection, as clas- 
sifying all degrees of obstruction at the pelvic 
outlet, with attendant pelvic stasis, as a hy- 
dronephrosis. The problem of stasis is not 
necessarily confined to hydronephroses of 
large pelvic capacity. Finally, I repeat, that 
in those cases of pyelitis in children which 
show stubborn resistance to ordinary medical 
treatment, it can usually be shown by pye- 
lography, that obstruction with attendant 
— is present, as illustrated by case 

o. 3. 


We know that when a considerable degree 
of renal damage with anatomical change has 
occurred, as a result of obstruction, in the 
adult, that the tendency is toward progressive 
and complete destruction on that side. From 
the limited length of time in which I have 
been able to observe the results of dilatation 
in these cases in children, I am not able to 
say, whether or not the same tendency exists, 
although there is reason to believe, that it 
does, as evidenced by the progressive decline 
in the function of the left kidney in Case No. 
2. It is, therefore, the part of logic to pre- 
sume, that if obstructions, which are known 
to be productive of progressive damage, can 
be discovered and dealth with in early life, 
we shall have a more favorable outlook, es- 
pecially when we remember, that we are deal- 
ing with the flexible and more readily adjust- 
able physiology of youth. 


TECHNIC OF PYELOGRAPHY: I do 
not wish to be understood as advocating the 
routine of indiscriminate use of pyelography. 
I believe, that conservatism in using pyelog- 
raphy is commendable in adults, and more so 
in children. In children the utmost care must 
be used in filling the renal pelvis, especially 
in very young children or under anesthesia. 
Older children are often able to warn us with 
the advent of the distention pain, that the 
capacity has been reached. The filling 
should always be done by gravity, and the 
capacity of the renal pelvis and ureter deter- 
mined first, by filling with sterile water. 


TREATMENT 

The treatment of the various urinary les- 
ions in children varies little from the treat- 
ment of adults. 

CYSTITIS: When the problem is that of 
cystitis only, appropriate bladder lavage is 
usually all that is required. There are a cer- 
tain number of cases, however, in which stric- 
ture of the urethra, in females, is a factor, 
and this must be dealt with. 

PYELITIS: In those cases which resist 
medical treatment, it can usually be shown, 
as previously mentioned, that some degree of 
malformation, or obstruction above the blad- 
der is present. While lavage of the renal 
pelvis is commendable, we must keep in mind 
primarily the factor of obstruction and estab- 
lish free ureter drainage by judicious dila- 
tation of the ureter. Further, we must not 
forget that the ureter is often involved in in- 
fective processes and medication through the 
ureteral catheter should be introduced into 
the renal pelvis with the ureter catheter in- 
serted only a short distance within the lower 
ureter thus bringing the solution in contact 
with the ureter as well as the renal pelvis 
with the object of including the ureter in 
whatever benefit we may expect from the 
procedure. 

I especially wish to call attention to the 
necessity of clearing up bladder infection in 
these female children if we hope to get perma- 
nent relief from pyelitis. I am of the opin- 
ion, from personal observation, that the blad- 
der infection precedes the kidney involve- 
ment, at least in a large percentage of the 
cases, and accordingly the bladder infection 
is probably the direct factor in the develop- 
ment of the renal infection. 

BLADDER STONES: Litholapaxy is prac- 
tical in female children. In boys, however, a 
cystotomy is usually the method of choice. 

KIDNEY STONES: There is a consider- 
able question as to whether all renal calculi 
should be immediately removed. Calculi in 
the pelvis probably should be immediately 
removed as a pyelotomy, if carefully done, 
is relatively a harmless procedure as com- 
pared with the removal of a stone, situated 
deep in the kidney structure. 

In the latter instance, I believe a conser- 
vative policy is to be recommended, particu- 
larly if it is shown that there is no evidence 
of blood or infection in the urine. In Case 
No. 1, in which the child has been under ob- 
servation for about one year, the urine has 
been clear, and as nearly as I am able to 
determine, no damage has resulted from the 
presence of the stone. The pain was relieved 
after the first ureteral catheterization, and 1 
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am inclined to think, that this symptom was 
due to obstruction at the pelvic outlet, rather 
than to the presence of the stone. 

BLADDER MALFORMATION,  diver- 
ticula, ete., are a surgical problem and should 
be treated by appropriate operative measures. 

PERINEPHRITIC ABSCESS: This con- 
dition occurs occasionally in children. It is 
entirely a surgical problem. It is probably 
associated with renal mal-development. In 
cutting down on these kidneys in adults, one 
is impressed with the usual lobulated, fetal 
type of kidney. More often than not, the 
urinary findings are negative, due to the cor- 
tical origin of the affair. 

CASE HISTORIES 

The case histories are submitted as illus- 
trative of several typical problems, rather 
than of interest as concerns the particular 
case. 

CASE 1. Female, age ten, first examination 
six months ago. She complained of frequen- 
ey and dysuria which began about three 
months previously, she also complained of 
pain in the region of the left kidney, which 
had persisted intermittently since about two 
years of age, at which time she passed two 
small urinary calculi. 

EXAMINATION 

General examination negative, except child 
was very small for her age and rather anemic. 

URINE. Catheterized specimen, consider- 
able pus, rod-shaped and coccoid bacteria. 
Negative for tuberculosis. 

CYSTOSCOPY. Bladder appeared normal, 
except a general redness over the trigone and 
lower part. 

URETERAL CATHETERIZATION. No. 
5 F. catheters passed to both kidneys without 
difficulty, except slight tightness in the upper 
left ureter. The urine from both sides was 
normal. 

RADIOGRAPHY. Showed a shadow in the 
region of the lower pole of the left kidney. 

DIAGNOSIS. Cystitis infective, stone 
lower pole of left kidney. 

TREATMENT 

The cystitis cleared promptly with blad- 
der lavage. The stone was not removed 
from the kidney, as there was no evidence of 
renal infection. 


RE-EXAMINATION SIX MONTHS LATER 


PAIN. In the left kidney region, had been 
entirely relieved since the first ureteral cath- 
eterization. 


URINE. Catheterized specimen, contained 
asmall amount of pus, and a few rod-shaped 
bacteria. 


URETERAL CATHETERIZATION 

The urine from each side was normal. 
There was no evidence that damage had oc- 
curred in the left kidney, and no operative 
interference was thought advisable. Patient 
was advised to return for examination at the 
end of six months or sooner according to 
symptoms. 

COMMENT 

With pus and infection in the urine, with 
a suspicious shadow in the left kidney region, 
it was first thought that a renal infection 
with stone was the problem. Cystoscopy and 
ureteral catheterization demonstrated, that 
the pus and bacteria in the urine was entirely 
a bladder problem, and that apparently the 
kidney had not been damaged by the pres- 
ence of the stone. 

The relief of pain in the kidney region fol- 
lowing the passage of the ureteral catheter 
would indicate, that the pain was probably 
due to obstruction at the pelvic outlet of the 
kidney rather than to the stone. 

The recurrence, in a mild way, of the blad- 
der infection demonstrates that observation 
of these cases of bladder infection is essen- 
tial. Particularly with a menacing lesion in 
the kidney it should be seen that the bladder 
infection is eliminated. 

The policy of non-interference with the 
stone, I believe, is best in a child of this age, 
as long as no apparent damage is occurring. 
To extract this stone from the lower pole of 
this kidney in a child of this size, would sub- 
ject this kidney to considerable trauma and 
perhaps permanent damage. This case is il- 
lustrative of the practical use of the ureter 
catheter. 

CASE 2. Female age ten, first examination 
nine months ago. She complained of pain 
in the left loin, which began about five years 
ago, following an attack of measles, and had 
persisted almost constantly since. There 
had been frequency and enuresis since birth. 
There was also a history of chills and fever 
at various periods during the past three years. 


EXAMINATION 

The child appeared poorly nourished and 
anemic. The temperature was 99. There 
was tenderness over the left kidney. 

URINE. Catheterized specimen contained 
much pus and colon bacilli. Negative for 
tuberculosis. 

CYSTOSCOPY. The geography of the 
bladder was considerably distorted. The ori- 
fice of the right ureter was situated directly 
back of the urethral opening. The orifice 
of the left ureter could not be discovered as 
that end of the trigone was drawn upward 
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and outward. This had the appearance of a 
diverticulum, but a eystogram disproved this. 
Cloudy urine could be seen escaping from 
the region of the ureteral orifice. The blad- 
der otherwise appeared normal, excepting a 
general redness over the trigone. 

URETERAL CATHETERIZATION. No 
difficulty was experienced in passing a No. 6 
F. catheter to the right kidney. The urine 
was normal. Efforts to catheterize the left 
ureter were unsuccessful on repeated exam- 
inations, due to the distorted position of the 
orifice. 

PYELOGRAPHY. The right kidney pel- 


vis and ureter appeared normal. 


COMPARATIVE RENAL FUNCTION. 
Urine collected from the right kidney showed 
a two to one ratio as compared with the 
urine obtained from the bladder from the left 
kidney, with one hour intravenous phthaleine. 

OBSERVATION AND COMMENT 

In this case, it appeared that we were deal- 
ing with an infective process, of considerable 
standing, involving the left ureter and kid- 
ney. The distortion of the left side of the 
bladder was probably due to a congenital 
defect aggravated by infection with attend- 
ant fibrous tissue formation and contraction 
of the ureter. 

The functional test was the key to the rela- 
tive working condition of the kidneys, in 
which it was shown that the left had prob- 
ably been badly damaged. It was decided 
to postpone operative procedure, and keep 
the child under observation with treatment 
directed toward clearing the bladder infec- 
tion. 

RE-EXAMINATION THREE MONTHS LATER 

Child much improved in general appear- 
ance. Temperature normal. Still complained 
of pain in the left loin, but less severe. Blad- 
der urine still contained pus and colon bacilli. 

RE-EXAMINATION ONE YEAR LATER 

General health much improved. Bladder 
urine still contained pus and colon bacilli. 
Still complained of pain in left loin, although 
mild in character. 

CYSTOSCOPY. Efforts to catheterize the 
left ureter again unsuccessful. Urine from 
right normal. 

COMPARATIVE RENAL FUNCTION. 
Showed the ratio to be four to one in favor 
of the right kidney. 

It is plain to be seen, that the left kidney 
is undergoing progressive destruction with 
compensatory function, developing in the op- 
posite side. Accordingly a nephrectomy is in 
order to remove the menace of the infected 
left kidney, which undoubtedly contributes to 


the persistent bladder infection. This case is 
illustrative of the practical use of renal func- 
tional tests for purposes of observing the pro- 
gress of a destructive kidney lesion. 

CASE 3. Female age eleven. First exam- 
ination fourteen months ago. She complained 
of frequent urination with pain in the region 
of both kidneys. These symptoms began 
three years previously and had persisted al- 
most constantly, with periodical exacerba- 
tions of severity associated with chills and 
high temperature. 

EXAMINATION 

General examination negative, except very 
tender over both kidneys. Temperature 
range from 99 to 101. 

URINE. Catheterized specimen, much pus 
and colon bacilli. Negative for tuberculosis. 

CYSTOSCOPY AND URETERAL CA- 
THETERIZATION. The appearance of the 
bladder was that of a generalized cystitis. 
No stones nor diverticula could be seen. The 
ureters were both catheterized without diffi- 
culty. The urine from both, contained abun- 
dant pus and bacilli. 

PYELOGRAPHY AND URETEROGRA- 
PHY. Both ureters were greatly dilated. The 
right kidney pelvic was considerably dilated. 
Capacity 15 ce. The left pelvis about nor- 
mal. 

OBSERVATION AND COMMENT 

The child had failed to respond to the med- 
ical treatment usually prescribed in such in- 
stances, and the uretero-pyelograms readily 
disclosed a logical reason. The dilated con- 
dition of the ureters and the right pelvis in- 
dicated that urinary retention above the blad- 
der had been a factor; probably the underly- 
ing factor in the development of the infection. 

The ureters and kidney pelves were washed 
about every ten days with 2 per cent silver 
nitrate. Mercurochrome, 1 per cent, was in- 
stilled into the bladder every second day. 

The urine from the kidneys became clear 
of bacteria after the third washing, a small 
amount of pus persisted. 

RE-EXAMINATION TWO MONTHS LATER 

Bladder urine, small amount of pus and 
colon bacilli, urine from both kidneys nor- 
mal, except a very few pus cells. The blad- 
der infection had persisted, although the up- 
per urinary tract had practically cleared. 
The bladder treatment was continued. 

RE-EXAMINATION FOUR MONTHS LATER 

Condition unchanged, except the bladder 
urine was normal, excepting a few pus cells. 
Her temperature had remained normal. The 
pain and tenderness in the region of the kid- 
neys had entirely subsided. 
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RE-EXAMINATION ONE YEAR LATER 


The bladder urine contained a_ small 
amount of pus and colon bacilli. Urine from 
both kidneys was normal except a very few 
pus cells. The kidney pelvis on the right 
had a capacity of 15 cc., the same as at first 
examination. There was a slight recurrence 
of the bladder infection, indicating that this 
was probably primary, and emphasizing the 
necessity of observing this feature of the case, 
as contamination and infection are very apt 
to occur as did the original involvement, thus 
maintaining a persistent menace to the upper 
tract with its congenital stasis. 

PROGNOSIS 

The prognosis is fair if good ureteral func- 
tion is maintained, and all possible foci of 
infection eliminated, thus keeping the urine 
as free as possible of metastatic infection. 
The fact that the capacity of the right pelvis 
has not increased during the past year is en- 
couraging evidence, that damage to this kid- 
ney has not occurred sufficient to cause pro- 
gressive destruction. This is the type of 
ease, which will surely have trouble, should 
pregnancy occur. This case illustrates the 
practical application of uretero-pyelography. 

CONCLUSIONS 

1. The comparatively recent application 
of well known methods of diagnosis and 
treatment in urology in children, has dis- 
closed that the problems to be dealt with 
do not differ materially from those of adults. 

2. It, therefore, follows that a very im- 
portant field of urology has been generally 
neglected. Heretofore, efforts to explore the 
urinary tract of children have been handi- 
capped, by the lack of instruments of suffi- 
ciently small size. However, these instru- 
ments are now practical and obtainable. The 
possibilities of exploration, including cystos- 
copy, ureteral catheterization and pyelogra- 
phy are, therefore, entirely practicable. 


3. Diagnosis and treatment of urinary 
lesions in children is as important, if not 
more so, than in adults, as it is altogether 
probable’ that congenital malformation is 
often a.factor which is the underlying cause 
of the development of many destructive les- 
ions in the adult, and if these can be discov- 
ered, and corrected in childhood, opportunity 
of successfully solving some of the problems 
of obstruction may be greatly improved. 


1334 Rialto Bidg 
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SOME OF THE CAUSES OF BACKW "ARD 
STATE OR RURAL OBSTETRICS* 
D. Buacuiy, M.D. 
OKLAHOMA CITY 


One who has practiced general medicine 
and obstetrics in a rural community in Okla- 
homa for fifteen years or more cannot help 
but feel the gulf separating proper obstetrics 
and obstetrics as usually practiced. You will 
recall the story of when Woodrow Wilson 
ascended into heaven Moses asked him if the 
people had yet adopted his fourteen points. 

“IT should say not,” answered Woodrow, 
“They have not even yet adopted your ten 
commandments.” So possibly we should not 
be totally discouraged about our apparent 
failure to get a science which is scarcely over 
fifty years of age universally introduced. 
While there is not a man here who has not 
thought of and discussed this question time 
and again it is one of the problems which is 
of such vital importance that a word is always 
in order on the subject. 

We spoke of the great gulf between proper 
obstetrics and obstetrics as usually practiced. 
Why does this difference exist? The life sav- 
ing power of good obstetrics has long been 
known. My personal experience has led me 
to feel that first of all there is a lack of ap- 
preciation on the part of the public as to the 
extreme importance of conducting a confine- 
ment in the proper way, and secondly, there 
is a lack of feeling of full responsibility on the 
part of the physician. It is one thing for a 
man to be careful in doing a Laparotomy 
before an assembly of trained medical men 
and another for the same man to attend an 
obstetrical case in some dimly lighted rural 
home with only a few rustic women about. 
The former service is given in an atmosphere 
which bespeaks asepsis, competent assistance 
and intelligent criticism, all demanding the 
best skill there is in one—the latter the op- 
posite. However, in the latter services, his 
responsibilities are as great if not greater. 

Then there is that other thing—the cost 

—against him. To provide the necessary 
equipment to conduct each case properly, 
involves an outlay of four or five dollars. 
In a City practice there is no particular reason 
for one family’s knowing what another is 
charged but in the country let Dr. “A” charge 
$30.00 for an obstetrical case and Med tor “B” 
charge $25.00 for what the community con- 
siders the same service and see what happens 
to Dr. “A”. Either he has to bear the extra 





* Read before Section t. Obstetrics and Pediatrics, Annual Meet- 
ing Oklahoma State Medical Association, Oklahoma City, May 
13, 14, 15, 1924. 
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expense of furnishing his sterile supplies him- 
self or at the end of a year or two, see Doctor 
“B’s” car standing in front of homes of many 
of his good families. 

We personally have been using sterile equip- 
ment in our rural work for some years and we 
can say from actual experience that the edu- 
cating of the general public to an understand- 
ing of scientific obstetrical care is a slow but 
not impossible task. The more intelligent the 
people served, the more easily convinced are 
they of its value. 

Custom has more to do with the actions 
of people than any one factor. When one 
goes into a country home to conduct a delivery 
it is usual to find under the sheet a large 
piece of oilcloth placed there to protect the 
mattress. Also one finds good soap, olive oil 
and taleum powder. These are purchased for 
the particular ocassion even by people in 
comparative poverty. This goes to show that 
the parents are willing to provide needed 
articles when they feel they are a necessity. I 
have for exhibition here today a sterile pack- 
age recommended by the Bureau of Maternity 


and Child Hygiene at Washington. It con- 
tains the folowing articles. 
TERT: 2 
i a inianicciciathemstbcianenes 1 
Sanitary Pads: 
SES eT oe 6 
ST niicint cisciininhvnimenendl 12 
Gause Sponges................................-. 12 
Cord Dressing: 
With Cord Tie.......... Perrone 1 
Without Cord Tie... 1 
Bobbin Tape—Length 10 inches....2 
Cotten Piedeete................................. 6 
i 1 
EE oe 4 
TT nssnsensnttsinonguchapiternsietnicidietl 2 
ER One Pair 


Similar packages should be available in all 
communities and the people should be expect- 
ed to furnish them in all confinement cases. 
This is equipment that is as necessary as are 
dressings for surgical cases. These latter may 
may be purchased at any drug store. Of 
course many of the articles in this package 
can be used again and again so that practi- 
cally it is more economical for the patient 
to buy the package with the understanding 
that a refund is to be made on returned arti- 
cles. The thing that first must be done is 
to teach the people the value of them. This 
can be accomplished thru the medical profes- 
sion, thru the public health nurses, thru the 
nurses of local hospitals and thru the agencies 
of the Bureau of Maternity and Child Hy- 
giene. 

A similar package to the above, made from 


such old cloth as is usually to be found in any 
home, is being used. When properly prepar- 
ed and sterilized it answers very well. The 
preparation of such bundles is fostered by our 
State Bureau of Maternity and Child Hygiene, 
and will be made available for purchase by 
the patients, if so requested. 








Abstracts, Observations from Cur- 
rent Medical Literature 











CAN’T TRANSPLANT HUMAN EYE 


To transplant a human eye and to expect 
it to function properly for its new owner is 
not even a remote possibility at the present 
time, says Hygeia, popular health magazine 
published by the American Medical Associa- 
tion, in its October issue. 

This statement is made to destroy any false 
hopes held out by blind persons following 
recent newspaper accounts of experiments in 
transplanting an eye made by Dr. Theodore 
Kopanyi, University of Chicago biologist. Dr. 
Kopanyi has been conducting researches in 
eye transplantation on animals. 

“While this research is of interest to the 
biologist.” states Hygeia, “there is not the 
slightest warrant for believing that the trans- 
plantation of a human eye is at present even 
a remote possibility so far as concerns the 
securing of a successfully functioning organ.” 





MEN, TOO, HAVE HYSTERICS 


Men are now known to be hysterical in 
quite as many instances as women, says Dr. 
George K. Pratt, Boston psychiatrist, in an 
article on “Just Nerves” in the October issue 
of Hygeia, popular health magazine published 
by the American Medical Association. 

The conventional conception of hysteria is 
of a woman alternating between wild laughter 
and tears and pulling her hair. Such a picture 
says Dr. Pratt, is only a fragmentary one. 

“The World War with its innumerable cases 
of shell shock—a term which means exactly 
nothing at all—among soldiers of all nations 
proved that men have hysterical manifesta- 
tions nearly as frequently as women,” Dr. 
Pratt declares. “Furthermore, hysterical out- 
bursts have equivalents in many other gro- 
tesque actions, such as hysterical blindness, 
hysterical paralysis of arms or legs, hyster- 
ical fits resembling epilepsy and so-called 
attacks of amnesia where memory is lost. 

“Hysteria may, and often does, simulate 
almost any genuine disease to which human 
flesh is heir. Examination invariably discloses 
however, that the organs complained of are 
not physically damaged. 
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Itinerary of Dr. Morris Fishbein in Oklahoma 


& & & 


As noted elsewhere in this issue Dr. Morris Fishbein, Chicago, for many 
years one of the directing minds of organized, scientific medicine in America 
will make a hurried visit to Oklahoma in October. Naturally it is impossible 
for Dr. Fishbein to visit many important points in the State, but it is hoped 
his hurried visit to our State and the message he will so ably present will fall 
upon fertile soil and be productive of the results it’s worth deserves. No man 
probably is so much entitled to a hearing. He is alive to all the major problems 
of the day, whether they are lay, civic, scientific or medical. Failure to hear him 
will record a distinct loss to those who should avail themselves of this opportunity. 


If unforseen events do not prevent his plan is outlined below: 


October 21, McAlester, Okla., Address, 
noon, Scottish Rite Masons: “The 
Progress of Medical Science.” 

Synopsis: A brief statement of 
the development of modern medi- 
cine and the manner in which 
the physician performs his work. 


October 21, Durant, Okla., Address, 
afternoon, Bryan County Medical 
Society. “The Work of the Ameri- 
can Medical Association.” 

Synopsis: This address, with 
stereopticon slides tells about the 
work at the headquarters office 


of the American Medical Asso- 
ciation. 


October 21, Ardmore, Okla., Address, 
evening, Carter County Medical 
Society and Public: “The Progress 
of Medical Science.” 


October 22, Oklahoma City, Okla., 
Banquet Dinner, Oklahoma City 
Medical Association. “The Mirrors 
of Medicine.” 

Synopsis: A discussion of the 
specialities in medicine and foi- 
bles of the specialists. 


October 22, Oklahoma City, Okla., 
Address, Oklahoma County Medical 
Association and Public, evening: 
“The Progress of Medical Science.” 


October 23, Chickasha, Okla., Address, 
Grady County Medical Society, 
noon luncheon, Rotary Club: “Med- 
icine and the Press.” 

Synopsis: A statement of the re- 
lationships between physicians 
and the newspaper and maga- 
zine in health education. 


October 23, Enid, Okla., Address, 
evening, Garfield County Medical 
Society and Public: “The Progress 
of Medical Science.” 


October 24, Tulsa Okla., Banquet 
Dinner, Tulsa County Medical So- 
ciety: “The Mirrors of Medicine.” 


October 24, Tulsa, Okla., Address, 
Tulsa County Medical Society and 
Public, evening. “The Progress of 
Medical Science.” 
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EDITORIAL 











A MESSAGE FROM YOUR PRESIDENT 


The exhilarating fall days have arrived 
bringing with them one of the most abundant 
agricultural harvests our State has ever before 
experienced. 

Almost every industrial organization is 
now busily engaged in planning, or has al- 
ready put into action educational campaigns, 
has made ready for an expansion of business, 
or is now ready to give better service to it’s 
patronage. 

Should physicians be any less active in 
their endeavors to better qualify themselves 
for service to their patronage or give more 





cautious attention to the business side of their 
profession? 

For the past two or three years our Ameri- 
can Medical Association has attemped to more 
diligently prosecute educational campaigns 
among the laity. Especially have they been 
trying to teac -h, through well edited articles 
upon some medical topic, published in popular 
magazines or large daily newspapers, the 
publie to differentiate between the qualified 
physician and the quack or cultist. Does it 
not behoove our own profession of this pro- 
gressive State to also fall into line with several 
other State Associations which have already 
met with such flattering success in this cam- 
paign? Have we not most keenly experienced 
the truthfulness of the stateme . of one of our 
Past Presidents of our A. M. A. when he de- 
clared that, “Legislation athe previous edu- 
cation, even if obtainable, is unsuccessful?” 

Your President and other Officers of the 
Oklahoma State Medical Association have 
not been idle since our last annual meeting. 
We have only a part of our program for this 
administration ready to announce, though this 
announcement we believe, shall cause every 
loyal physician to rejoice. We are indeed for- 
tunate in securing permission of the President 
and Board of Trustees of the American Medi- 
cal Association for a full week’s service of 
Dr. Morris Fishbein, recently elected Active 
Editor of the American Medical Association 
Journal. An announcement of his route and 
lectures through our State is found elsewhere 
in this issue of our JOURNAL. You shall 
also see announcements of his lectures in three 
or four of our leading daily newspapers about 
October 19 and 20th. 

Dr. Fishbein needs no introduction to the 
members of our profession who read the Amer- 
can Medical Association Journal or Hygeia 
which is published by the American Medical 
Association for the benefit of the laity. His 
articles upon Public Health and scientific facts 
about medicine are also carried by seventy- 
two leading daily newspapers of the United 
States including the Sunday edition of the 
Daily Oklahoman. Dr. Fishbein will not 
only bring us a clear message of the progress 
and latest facts in medicine but is said to have 
the rare ability to successfully sell the regu- 
larly qualified physician to a public audience. 


Your committee on Public Policy and In- 
struction of the Public means to draft into 
service a number of other qualified physicians 
of our own State membership to immediately 
take into other districts of the State a similar 
message to that which is brought by Dr. Fish- 
bein. 

Shall we let this rare opportunity of doing 
service for the public and for ourselves pass 
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with only a half hearted support? I hear your 
reply, “No, we shall not.” 

The public audience and the reception given 
to Dr. Fishbein at the various places which 
he shall visit will, I believe, assure him that 
the medical profession of Oklahoma is second 
to none other of the forty-eight states in pro- 
gressiveness and loyalty. 

Sincerely yours, 
Everett 8. Latn 


THE INFECTIONS OF CHILDHOOD 


We feel that we have failed in our duty if 
we neglect once again to note the menace of 
infections peculiar to childhood, prevalent at 
this season, and the outstanding position of 
responsibility for their control and preven- 
tion which rests in the hands of the physi- 
cian, especially the family physician. We 
generally understand that the sine qua non 
of this matter rests, first, with intelligent par- 
enthood and application and enforcement of 
very simple rules of hygienic knowledge in 
the every day life of the growing child, and 
the trusted medical advisor of the family. At 
this time thousands of Oklahoma children 
are entering upon a new year of school life. 
They are at once brought into contact with 
the infected, the neglected, those who are vic- 
tims of inattention on all sides. At the same 
time they may be themselves carriers of dan- 
gerous infections, regardless of their social 
standing or position. The greatest responsi- 
bility for limiting controllable infections lies 
in the activity and intelligence of the teacher 
and medical inspectors of our school. Upon 
their activity and good faith rests the fate of 
many, who, in the absence of energy and 
constant alertness become the eventual vic- 
tims of far too many of our so-called “pre- 
ventable” infections. Diphtheria is so easily 
recognized, its prompt treatment so produc- 
tive of brilliant results that it has been well 
said that every death from that disease is 
an indictment sagainst civilization. Many 
others of the diseases peculiar to seasonal in- 
fluence to the sudden bringing together of 
thousands of children are also easy of of rec- 
ognition, even though they may not be so 
amenable to treatment. We cannot, probably 
with our present state of general knowledge, 
lax and disregarded laws and rules for con- 
trol of these infections, hope to ever see them 
entirely prevented—our cults wil! see to it 
that every intelligent move in that direction 
is hampered—but, we should attempt to low- 
er the general morbidity and mortality rate 
incident to these infections of childhood. They 
rise too promptly and immediately with the 
coming of the school year and the “cold” 


season. We all know exactly the how and 
the why of the matter, but we seem utterly 
unable to reduce to the vanishing minimum the 
rate as low as our present state of human 
intelligence demands. 

If the matter was one concerning tlie hu- 
man adult the present state of apathetie re- 
gard, or disregard, might be somewhat excus- 
able, but it concerns, vitally and tragically, 
the child of today, whose chances tor the 
manhood of tomorrow may be forever blight- 
ed in the failure of applying very common 
rules of hygienic common sense. 





Editorial Notes—Personal and General 











DR. W. B. WALLACE, Coalgate, has removed to 
Maysville. 


DR. E. W. HOOPER, Tulsa, has removed to 
Humboldt, Kans. 


DR. P. P. NESBITT, Muskogee, is attending the 
clinics at Chicago. 


DR. J. HUTCHINGS WHITE, Muskogee, is at- 
tending the clinics at Chicago. 


DR. J. W. CRAIG, Vinita, has returned from a 
two weeks’ vacation trip to the Pacific coast. 


DR. LEILA E. ANDREWS, Oklahoma City, re- 
turned recently from a three months’ trip to 
Europe. 


DR. E. B. DUNLAP, Lawton, and family, have 
returned from an auto trip to various points in 
Colorado. 


DR. and MRS. THOMAS W. DOWDY, Wilson, 
have returned from a vacation spent at various 
Texas points. 


DR. O. J. COLWICK, Durant, has returned 
from Vienna, where he attended the clinics for 
several months. 


DR. C. W. ARRENDALL, Ponca City, has been 
appointed City Physician succeeding Dr. L. C. 
Vance, resigned. 


DR. P. M. RICHARDSON, Cushing, was sud- 
denly called to Bolivar, Mo., on account of the 
death of his mother. 


DR. I. V. HARDY, Medford, and DR. J. R. 
SWANK, Enid, are making a trip to Rochester, to 
attend the Mayo Clinics. 


DR. J. C. DOVELL, Paden, has been confined 
to a hospital at Shawnee, on account of blood 
poisoning in one of his arms. 


DR. D. LONG, Duncan, has recently been ap- 
pointed county Superintendent of Health by Dr. 
Carl Puckett, State Commissioner. 


DR. and MRS. G. A. KILPATRICK, Henryetta, 
are the proud parents of a baby boy, weight eight 
and one-half pounds, born August 31. 
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DR. and MRS. CHARLES E. BARKER, Okla- 
homa City, returned recently from an auto trip 
to New York and Boston and other points in the 
East. 

DR. L. A. MITCHELL, Frederick, is attending 
a six weeks’ course of instruction at Carlisle, Pa., 
as a member of the Officers Medical Reserve 
Corps. 

DR. J. H. SCOTT, Shawnee, has been appointed 
Superintendent of the Darlington Home for nar- 
cotic addicts, following the resignation of Dr. J. 
W. Scarborough. 


DR. T. J. DODSON, Picher, has removed to 
Norman, and has opened an office for the practice 
of physiotherapy in connection with general med- 
icine and surgery. 


DR. ARTHUR W. WHITE, Oklahoma City, re- 
turned with his family recently, after motoring 
from Michigan resorts, where they had spent a 
two months’ vacation. 


DR. M. M. DeARMAN, Miami, recently per- 
formed an operation for appendicitis on his 
father, Thomas DeArman, 76 years old, at .the 
Baptist hospital. Mr. DeArman left the hospital 
a well man eight days later. 


DR. TOM LOWERY, Oklahoma City, received 
an injury to one of his eyes recently, when a golf 
ball struck him, breaking the lens of his glasses. 
It is believed the injury will not result seriously, 
although the eye was severely cut. 


CARNEY, OKLAHOMA, is without a doctor, 
according to Mr. G. E. J. Jones, Cashier of the 
First National Bank there, Dr. W. A. Pendergraft 
having retired on account of poor health. They 
offer an opening for a good physician. 


GARFIELD COUNTY MEDICAL SOCIETY 
met September 19th, with a good attendance; the 
feature of the meeting being a paper on “The Role 
of Iodine in the Prevention and Treatment of 
Goiter,” by Dr. Paul B. Champlin, Enid. 


McINTOSH COUNTY MEDICAL SOCIETY met 
at Checotah on September 9, with the following 
program: “Osteo-Myelitis,” by Dr. L. I. Jacobs, 
Vivian; a paper by Dr. G. W. West, Eufaula; 
“Diarrhoea and Dysentery,” a general discussion, 
a clinic, and report of cases. 


McCURTAIN COUNTY MEDICAL SOCIETY 
met at the office of Dr. A. S. Graydon, Idabell, 
August 26, and had an interesting meeting. Those 
present were Drs. E. A. Kelleam, Garvin; Eugene 
Baylis, Idabell; R. C. Farrier, Idabell; N. L. 
Barker, Broken Bow; R. H. Sherrill, Broken Bow; 
J. T. Moreland, Idabell; R. D. Williams, Idabell, 
and A. S. Graydon, Idabell. 


OKLAHOMA COUNTY MEDICAL ASSOCIA- 
TION plans a new departure in its programs, Dr. 
William H. Bailey, President, announced. Clin- 
ical evenings or diagnostic clinics at hospitals in 
the city will be held under auspices of the hos- 
pital staffs. In this manner it is hoped to arouse 
more interest in the meetings and present much 
valuable material to the profession. 


DR. J. M. BYRUM, Shawnee, has removed his 
offices from the Shawnee Clinic and is now lo- 
cated on the 3rd floor of the Mammoth Bidg., 
Shawnee, in association with Dr. A. C. McFarling, 


eye, ear, nose and throat, and Dr. Hugh C. Jones, 
internal medicine, laboratory and x-ray. Dr. 
Byrum will continue to practice in surgery and 
gynecology, and will have complete laboratory and 
x-ray facilities in connection with his office. 


TULSA COUNTY MEDICAL SOCIETY started 
its year of usual superactivity September 22 by 
hearing an address by Judge H. C. Myers, of the 
State Industrial Commission on “Industria! In- 
surance and Its Relation to the Physician.” Re- 
ports were heard from the following committees: 
Insurance, Dr. . G. Lemmon; Business, Dr. T. 
W. Stallings; Milk, Dr. A. W. Pigford; Legal, Dr. 
H. S. Butler; Legislative, Dr. Chas. P. Johnson; 
Entertainment, Dr. P. N. Atkins. Other matters 
of a routine nature were disposed of. 


MUSKOGEE COUNTY MEDICAL SOCIETY 
opened its big guns for the coming year with a 
feed at the Hotel Severs, with Dr. L. H. Moorman, 
Oklahoma City, as the piece de resistance, who 
read a paper on the early signs, symptoms and 
diagnosis of pulmonary tuberculosis. No speak- 
er has ever received more profound or such ce- 
served attention as did Dr. Moorman in his mas- 
terly effort. It is regrettable that every society 
and physician charged with the grave responsibil- 
ity of early recognition of tuberculosis cannot hear 
the address of Dr. Moorman as delivered at Mus- 
kogee. Dr. William A. Tolleson, the veteran Sec- 


retary of the McIntosh County Medical Society, 
delivered an address on “The Value of the Medical 
Society to the Physician,” which was deep in 
thought, and of greatly appreciated value. 


COMMITTEES of the State Medical Associa- 
tion called together at Oklahoma City, Friday, 
September 26, heard preliminary reports from sev- 
eral committees recently designated to undertake 
special work. At this meeting provisional itiner- 
ary for Dr. Morris Fishbein, of the American Med- 
ical Association was adopted. This itinerary ap- 
pears elsewhere in this issue and is especially 
called to the attention of the profession in Pitts- 
burg, Atoka, Coal, Bryan, Choctaw, Carter, Okla- 
homa, Grady, Garfield and Tulsa Counties and 
counties adjacent to them. Dr. Fishbein will ap- 
pear on the-dates designated in each of the coun- 
ties named on October 21, 22, 23 and 24. Reports 
were read from the committees on Scientific Sec- 
tions and Section Work; the gist of report being 
that section affairs should be left in the hands of 
elected chairman as heretofore practiced. Com- 
mittee on Scientific and Educational Exhibits re- 
ported that commercial exhibits were to be hand- 
led as heretofore, but that efforts should be made 
to stimulate the exhibition of scientific matters if 
material was obtainable. The Library Committee 
reported that a library be organized to be con- 
trolled by the State Medical Association. The 
Committee on Health Problems in Education rec- 
ommended “cooperation of Public Health Depart- 
ment of the State and this committee with the 
Superinendent of Public Instruction in advising a 
course of public Health Education for all teachers 
of the state, who will be responsible for health 
education, able to determine who is a normal child, 
such teachers to be trained and certified at sum- 
mer institutes, and that work for health be recog- 
nized as of equal importance with any other school 
subject. That physicians should encourage the 
county unit health center and back it to the limit 
as our strongest state laity educational force.” 
Other matters of public health import were en- 
dorsed, “Hygeia” coming in for favorable men- 
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tion, as did coordination of effort and avoidance 
of unnecessary duplication of energy and effort 
in public health expenditures. It was also recom- 
mended that county medical societies devote one 
evening in its yearly work to the consideration of 
these and allied matters. 








DOCTOR CHARLES EDGAR KAHLE 





Dr. C. E. Kahle, for twelve years one of 
the leading physicians of Drumright, died 
September Ist, 1924. He was born on Feb- 
ruary 12, 1867 at Kahletown, Pa., and was a 
graduate of the Medical College of Indiana, 
in 1897. Dr. Kahle practiced in West 
Virginia, and for two years at Oklahoma 
City, before coming to Drumright. He was 
active in his profession, and respected and 
honored both by his colleagues and his pa- 
tients. He leaves a brother, Clarence, a 
druggist of Bartlesville. 

Dr. Kahle was a Fellow of the American 
Medical Association, and a valued member 
of his County and State organizations. 











TUBERCULOSIS 


Edited by L. J. Moorman, M. D. 
611 1st Nat’l. Bank Bldg., Oklahoma City 











ORTHOPEDICS IN TUBERCULOUS CHILD- 
REN.—Paul W. Giessler, M.D. 





Of the fifty tuberculous children found to have 
orthopedic conditions there were seven having 
tuberculous bone involvement, fifteen having 
scoliosis, twelve poor postures, and thirty-four 
ronated feet. Several had more than one defect. 

e muscle tone seems diminished and the pow- 
ers of activity decreased in these children altho 
the number examined is too small to warrant defi- 
nite conclusions. 





THE ROENTGEN DIAGNOSIS OF PULMON- 
ARY TUBERCULOSIS IN CHILDHOOD.—R. 
G. Allison, M.D. and R. W. Morse, M.D. 





Primary infection takes place thru inhalation 
and nearly always occurs in the lung parenchyma. 
Secondary involvement of the regional lymph 
nodes then occurs during periods of lowered vi- 
tality. Prognosis depends upon the age at which 
infection takes place, the younger the child the 
graver the prognosis. The adult type is always a 
secondary infection and very serious when oc- 
curring in children. 

Stereoscopic chest plates of seventy children at 
the Lymanhurst Scheol were studied. These pu- 
pils were from eight to sixteen years old. Fifteen 
showed no demonstrable evidence of tuberculous 
involvement of the lungs or glands, fifty-five 
showed definite evidence of tuberculous infection. 
A primary lung focus with involvement of the 
lands at the root of the lungs was detected in 
orty-nine. Enlargement and calcification of the 
hilus glands without evidence of a primary focus 
was shown in three cases. There were three 
cases of the adult type. 





SOME GASTRO-INTESTINAL DATA IN A 
GROUP OF TUBERCULOUS CHILDREN.— 
Charles Benjamin Wright, M.D. 





This study was made to find cut what could be 
done from a gastro-intestinal standpoint to assist 
in the better understanding and care of these 
cases, to study the gastric chemistry and motility, 
to learn the frequency of pus and bacteria in the 
stomach and to learn something of the frequency 
and cause of visceroptosis. 

It was found that the gastric capacity and chem- 
istry in children over seven are much the same 
as in a similar series of adults. Thirty-nine of 
the forty-eight cases showing pus in the gastric 
contents after the Ewald meal had open infec- 
tions of the teeth, tonsils or sinuses. The stom- 
ach is much further to the right in children and 
there is little if any relation between the inter- 
costal angle and the position of the stomach. Low 
stomachs are common in children and the per- 
centage seems to increase with age. The liver, 
spleen and right kidney are frequently palpable 
but these do not seem to bear any relation to 
each other nor to the position of the stomach. 
While weight has some relation to the position 
of the stomach it is not definite and other develop- 
mental and possibly toxic factors seem more con- 
cerned in visceroptosis. 





INCIDENCE OF INFECTION OF MOUTH, 
NOSE, THROAT AND EAR IN TUBERCU- 
LOUS CHILDREN.—Carl W. Waldron, M. B. 
(Tor.), D.D.S. 





These children show a higher incidence of oral 
and tonsillar infection than exists among the other 
Minneapolis school children. This may be partly 
due to the fact that the knowledge of the pres- 
ence of tuberculosis largely absorbs the attention 
of both parents and workers. Tuberculous chil- 
dren especially need thoro prophylactic, surgical 
and restorative dental measures to insure a clean 
mouth and efficient mastication. Extensive caries 
and gingivitis contribute to tonsillar infection. 
Co-operation between dentist and surgeon is nec- 
essary as these conditions should be corrected 
before a tonsillectomy is done. 





THE VALUE OF THE DETERMINATION OF 
THE VITAL CAPACITY OF THE LUNGS IN 
THE DIAGNOSIS AND PROGNOSIS OF PUL- 
MONARY TUBERCULOSIS IN CHILDREN.— 
Chester A. Stewart, M.D., Ph.D.. and O B 





The average vital capacity of the lungs of 167 
Lymanhurst and Trudeau children was practically 
normal. While this test is of some value in the 
diagnosis of pulmonary tuberculosis its greatest 
value is in determining the prognosis. Individual 
vital capacity should vary little, thus the presence 
of a decreasing vital capacity indicates active and 
progressive disease, an increasing or stationary 
capacity indicates that the disease is either quies- 
cent or subsiding. 





A STUDY OF THE BASAL METABOLISM AND 
THE THYROID GLAND IN A GROUP OF TU- 
BERCULOUS CHILDREN.—C. A. McKinley, 





The ten undernourished tuberculous children 
here studied all showed thyroid enlargement but 
no signs of hyperthyroidism. The fact that the 
basal metabolism rate appears to be higher in 
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under-weight children together wtih the difficulty 
in ascertaining normal standards make this test 
of little value in differential diagnosis of tuber- 
culosis and hyperthyroidism. In comparison to 
one standard, one case, to another, seven cases, 
showed estimated basal heat production definitely 
above normal. 





A COMPARISON OF THE HEIGHT-WEIGHT 
INDICES OF SUSPECTED TUBERCULOUS 
AND NORMAL SCHOOL CHILDREN.—Rich- 
ard E. Scammon, Ph.D. 





Between one-half and three-fifth of the first 
100 children examined at Lymanhurst were below 
the typical height-weight index for age and about 
two-thirds were below the index for height. There 
was no sex difference for age, but the boys were 
above the girls in the index for height. There 
were fewer of those under 10 below the index 
than of the older ones. The younger ones, who 
were also frequently the shorter ones, were most 
often above the index. The figures would seem 
to indicate that the taller and older children weigh 
less relatively than the shorter and younger ones 
in this group. 





OBSERVATIONS ON THE NEUROLOGIC AND 
MENTAL STATUS OF A GROUP OF TUBER- 
CULOUS CHILDREN.—Charles E. Nixon, 
M.D., Ph.D. 





Since tuberculosis is one of the few factors cap- 
able of altering the germ plasm in one generation 
it is an important factor in the production of 
nervous diseases as the chronic toxic condition 
brings about both organic and structural changes. 

The most frequent findings in the neurological 
examination of 55 of the Lymanhurst children 
were large pupils and nystagmus or nystagmoid 
movements, inequality of pupils, impairment to 
the reaction of light, prominence of the eyes and 
inequality of the eye slits. Sixteen of the older 
children complained of being nervous and most of 
them displayed objective nervousness. Fourteen 
showed marked tremor of the extended hands and 
seven a moderate tremor. Knee jerks were nor- 
mal in about one-half while the other half were 
hyper-active. Seventeen of the children showed 
normal mentality, three above normal, fifteen 
slightly retarded, ten “dull”, seven borderline and 
two distinctly feeble minded. These children were 
all retarded about one year in school, there being 
more distinctly ill children in the more retarded 
groups. The duller children were doing better 
in their school work than would be expected be- 
cause of the special attention received and the 
type of life lived. 





A STUDY OF THE CLINICAL AND PHYSICAL 
FINDINGS AND THE TUBERCLIN REAC- 
TIONS IN A GROUP OF TUBERCULOUS 
CHILDREN.—Edward Dyer Anderson, M.D. 





Early diagnosis is especially important in chil- 
dren because of the good prognosis if properly 
treated. It differs widely from the adult type and 
must be carefully studied. The clinical history, 
physical findings, x-ray, and tuberculin reaction 
must all be borne in mind when making a diag- 
nosis. It is sometimes impossible to determine 
whether the condition is active or not, for the 
sake of the child it should then be treated as ac- 
tive. 

The most frequent clinical findings in the group 


of children were malnutrition, a daily rise of tem- 
perature and a history of exposure. The most im- 
portant physical findings were a positive D’Es- 
pine’s sign, inter-scapular dullness, flatness of 
the chest and a slight apical dullness. Ninety- 
five percent gave positive von Pirquet reactions, 
three children who from history, physical and x- 
ray examination were considered actively tuber- 
culous giving negative reactions. The severity of 
the reaction seems to bear little relation to the 
condition of the child. 








OBSTETRICS and PEDIATRICS 


Edited by Carroll M. Pounders, M. D. _ 
532 Liberty National Building, Oklahoma City 








REFLECTIONS ON CONGENITAL SYPHILIS. 
—Leonard Findlay, American Journal of Dis. of 
Children, August, 1924. 





The author believes that the importance of this 
condition does not depend upon its frequency but 
upon the fact that we have means of almost com- 
pletely eradicating it. Its incidence has been 
grossly exaggerated. He considers a _ positive 
Wassermann reaction as the most delicate and 
reliable test and the best grounds on which a 
diagnosis can be made. He has the utmost con- 
fidence in it, when properly carried out, and does 
not think it can be set aside in favor of the Sachs- 


, Georgi reaction. However, a positive reaction in 


the new born is not necessarily proof of syphilis. 
The antibodies may pass from the mother to the 
child without the spirochetes. In this case, the 
antibodies are gradually eliminated, no new ones 
being formed. The child’s serum becomes nega- 
tive in the course of a few weeks. 

Routine Wassermanns in children’s hospitals 
ranged from 0.3 percent to 4.2 percent positives. 
The series giving the smaller percentage was on 
a scarlet fever service. Cruickshank ran a large 
series of Wassermanns on unselected mothers in 
a maternity hospital with 9.04 percent positives. 
Wassermanns on placental blood from a large 
series of new borns in the same institution showed 
4.2 percent positives. But in following these 
cases for 19 months only 0.3 percent of the total 
number remained positive and could be definitely 
considered syphilitic. Attention is called to the 
shortness of the period of observation and the 
fact that a few cases of syphilis tarda may show 
up later. But it is estimated that less than 1 
percent of the infants and children of the city 
(Glasgow) are infected. The importance of syph- 
ilis has been overestimated as an etiological fac- 
tor in a great many conditions—such as idiocy, 
marasmus, malnutrition, etc. 

A positive Wassermann was regularly found in 
cases of frank syphilis; it was occasionally pos- 
itive in a list of diseases known to be sometimes 
syphilitic and; almost invariably negative in dis- 
ease in which we are not justified clinically in 
classifying as syphilitic. 

The evidence collected is opposed to there being 
a special neurotropic variety, but tends to confirm 
the view expressed by Mott that neurosyphilis 
is the result of and infection with an attenuated 
form. 

The treatment is divided into prophylactic and 
curative. The author thinks the latter is a failure. 
With the newer preparations the disease is prob- 
ably not so dangerous to life as in pre-arsphena- 
mine days and many children are now saved who 
previously would have died. But a real cure— 
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determined by the disappearance of all symptoms 
and a persistently negative Wassermann—is ef- 
fected in only a minority of cases. Especially is 
this true in cases showing late manifestations in 
older children. In the past few years there has 
been a decline in the percentage of cases reported 
cured. Contrasted with this, the results of pro- 
phylactic treatment—treatment of the pregnant 
mothers—is very effective. In some fifty cases 
of pregnant, syphilitic mothers treated, all but 
three gave birth to living, non-syphilitic babies. 
All of the mothers had positive Wassermanns at 
the time their babies were born. Several of the 
babies had positive Wassermanns at birth but 
these became negative in the course of some 
weeks. 

The author concludes that our hope for eradica- 
tion of congenital syphilis lies in prophylaxis. 





THE FOOD REQUIREMENTS OF MALNOUR- 
ISHED INFANTS, WITH A NOTE ON THE 
USE OF INSULIN.—W. McKim Marriott, M.D. 
—J. A. M. A., Aug. 23, 1924. 


The writer points out that a malnourished in- 
fant requires more food per unit of body weight 
than does a normal infant. This is due to the 
greater heat output per pound of body weight dur- 
ing rest and the greater need of material for 
growth if normal development is to be ultimately 
attained. Not only must the malnourished infant 
receive more total calories per pound, but it must 
have more of the elements, such as protein and 
mineral salts, essential to the construction of 
body tissues. These infants usually require prac- 
tically the same total amounts of food as normal 
infants of the same age. So if an undernour- 
ished infant weights only one half of what it 
should weight for its age, its food requirements 
will be in the neighborhood of 100 calories per 
pound and the milk requirements somewhere in 
the neighborhood of three ounces per pound of 
body weight. On account of the diminished diges- 
tive capacity it is not always possible to give such 
infants sufficient food to meet the requirements. 
Efforts to do so with the use of ordinary sweet 
whole milk dilutions or cream mixtures are usual- 
ly unsuccessful. At times even breast milk can 
not be given in sufficient quantities to bring about 
a gain. Its caloric value may be increased by 
adding corn syrup or dried milk—without increas- 
ing the volume. Cows milk acidified with lactic 
acid and enriched by the addition of very con- 
siderable amounts of corn syrup is a readily di- 
gestible food of high caloric value. This type of 
feeding has been discussed by the writer in an- 
other paper. 


Some infants fail to gain even when given these 
high caloric feedings. Here it is necessary to re- 
sort to means for increasing the capacity for util- 
izing food. The most effective means in the 
writer’s experience is blood transfusion. He uses 
citrated blood and gives about one ounce of blood 
for each three pounds of body weight. Another 
successful method of starting a gain of weight is 
the injection intravenously of one-third to one-half 
ounce per pound of body weight of a 20 percent 
solution of glucose—containg 15 units of insulin 
per 100 c.c. The injections may be given daily 
over a considerable period of time and in the 
writer’s experience the results have been uniform- 
ly successful. A gain in weight almost invariably 
occurs, even in infants suffering from infection. 
This weight is not subsequently lost when the 


injections are discontinued. The insulin injections 
were used only in the extreme cases of malnutri- 
tion and athrepsia. 





THE OVERWEIGHT CHILD.—Borden S. Veeder, 
M.D., J. A. M. A. Aug. 16, 1924. 


A great deal of attention has centered in the 
past decade on the question of normal standards, 
prevention, management, etc., of the undernour- 
ished child. But very little has been said of the 
overweight child. The writer has observed a 
group of more than 200 boys in a private school 
of the country day type during the past fuor years. 
The boys ranged in age from nine to seventeen 
years, came from good families and had good 
home care. In this group the overweight boy was 
as much a problem as the underweight. Each 
year seven or eight per cent of the number were 
underweight and about the same per cent over- 
weight. 

Attention is called to the fact that standards 
cannot be absolutely followed. In the overweight 
child the body type of habitus plays a greater 
role than with underweight. The statement of 
Emerson that when the excess of body weight is 
greater than 20 per cent the child is obese is not 
an absolute rule. Under this condition some chil- 
dren are decidedly obese while others present par- 
ticularly fine, muscularly developed specimens. 
In this paper the writer discusses only those chil- 
dren who are not only 20 per cent or more above 
weight, but who, to the casual observer, are un- 
questionably “fat” or obese. 

An analysis shows two groups: (1) those with 
an irregular disposition of adipose tissue with 
other physical abnormalities indicative of endo- 
crine disturbances; (2) those with an ordinary 
obesity showing a generalized distribution of fat 
and no abnormalities indicative of endocrine dis- 
turbances. The groups were about equally divided. 
In this second group, one or both parents were 
found to be overweight in every instance. There 
was no lowering of the basal metabolic rate. The 
author feels that this condition is largely hered- 
itdy. Of the other group, one showed hypergo- 
nads, another presented a typical Froelichs syn- 
drome and the others showed a pelvic girdle adi- 
posity—commonly thought to be from pituitary 
disorders. None of these cases seemed to be 
hereditary. 

The overweight child presents a problem be- 
cause of his inability to fit in with the regular 
play and athletic program and his marked suscep- 
tibility to minor injuries. He is too heavy to fit 
in with the hard exercise or play with boys of his 
own age and too young and immature to play 
with older boys of his own weight. He is decided- 
lyawkward in games requiring skill and has a 
tendency to stay out and loaf—hence not getting 
sufficient exercise. Minor sprains and accidents 
are frequent, as students they usually do well 
and present no difficulty. 

The writer has found the overweight child more 
dificult to manage than the underweight—par- 
tially due to absence of any physical defects to 
be remedied. His therapy was practically limited 
to dietetics and increased muscular exercise. The 
latter is quite a problem on account of the ten- 
dency towards injuries. His plan as to diet is to 
hold the child to his present weight for an indefi- 
nite time—with exercise. This allows the natural 
process of growth to automatically lower the ex- 
cess of fat. He feels that it is dangerous to re- 
strict the diet to he extent of causing much less 
of weight. A few pounds were taken off by a 
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rigid restricted diet for a week or two and then 
the weight was held to the same level for a long 
time. The protein requirements were always met 
and as many calories of carbohydrates and fats 
weregiven as could be without putting on weight. 

So far as the author knows, the degenerative 
changes that go with obesity of older people do 
not occur in childhood. The chief reason for inter- 
vention is the failure of the child to adjust himself 
to his environments. 








BACTERIOLOGY and PATHOLOGY 
Edited by Wm. H. Bailey, A.B., M.D. 
Wesley Hospital, Oklahoma City 











THE VALUE OF VOLUMN INDEX IN THE 
DIAGNOSIS OF PERNICIOUS ANEMIA.— 
Russell L. Haden, M.D., Kansas City, Mo., Jour- 
nal of A. M. A. Vol. 83, No. 9. 





The author states that a color index greater 
than one is usually regarded as the most constant 
and characteristic blood finding in pernicious 
anemia. The color index is the relative amount 
of hemoglobin contained in each red cell as com- 
pared to normal blood. It is obtained by dividing 
the percent of hemoglobin by the percent of red 
cells using 5,000,000 red cells as 100 percent. He 
notes that because the hemoglobin readings are 
likely to vary so in different laboratories and by 
different individuals that it is a very uncertain 
diagnostic measure. 

The volumn index of the blood is the relative 
volumn of the individual red cell compared to a 
normal red cell. It is obtained by dividing the 
percent volumn of cells as obtained by centrifug- 
ing a known quantity of blood, by the percent 
number of red cells in a red blood count, using 
5,000,000 as normal. This shows the relation of 
the mass of cells to the number, while the color 
index shows the relation of the color of the cells 
to the number. 

Dr. Haden suggests a third index which he calls 
the “saturation index.” The term “specific hemo- 
globin content” and “volumn color index” have 
also been applied to this factor. It is the hemo- 
globin content or color per unit volumn compared 
with the normal. It is calculated by dividing the 
percent of hemoglobin by the percent by volumn 
of cells. 

He summarizes his findings in 171 cases as 
follows: 

In normal adults, the indexes are usually less 
than one and seldom greater than one. 

A plus volumn index is a constant finding in 
pernicious anemia. It is present even in early 
cases in which other qualitative changes are not 
apparent. The color index is never greater and 
is usually less than the volumn index. The sat- 
uration index is never greater than one. 

A plus volumn index together with the absence 
of free hydrochloric acid in the gastric juice in 
practically pathognomonic evidence of pernicious 
anemia. W. H. B. 





PERSONAL EXPERIENCE WITH THE CULTI- 
VATION OF TUBERCLE BACILLI AND THE 
USE OF THE GUINEA PIG AS A DIANOSTIC 
TEST ANIMAL FOR TUBERCULOSIS.—H. J. 

, M.D., Ph.D., Denver, Colo. Jr. of Lab. 
and Clin. Med., Vol. IX, No. 11, Aug. 1924. 


Culture of the Tubercle Bacilli. 
The preferred method of isolation of tubercle 





bacilli is Petroff’s sodium hydroxide combined 
with gentian violet egg medium. Human bacilli 
grow better when glycerol is added. Bovine 
bacilli better without glycerol. Laboratory strains 
grow well on glycerol agar or broth. Individual 
strains show variations in growth on different 
media. No method to hasten growth is known. 
Old cultures lose their viability in ice box or in- 
cubator and should be transferred monthly. 
Innoculation of Guinea Pig. 

Subcutaneous innoculation is preferred when 
time is an important factor. Injected material 
should first be treated with sodium hydroxide, 
especially if from contaminated sources, and 
neutralized. As soon as local findings warrant 
the glandular contents are examined. Intraven- 
ous, intracardiac, intrahepatic and intraperitoneal 
injunctions result in rapid generalized disease 
but does not develop earlier than local disease fol- 
lowing subcutaneous or intracutaneous innocula- 
tion of equal doses. The disadvantage of the 
two latter methods of innoculation for diagnostic 
purposes is the necessity for complete examina- 
tion of entire animal when no visible external 
signs of the disease exist. There are no practical 
methods of hastening the development of tuber- 
culosis in guinea pig for diagnostic a. 





THE DICK TEST—SOME SUGGESTIONS FOR 
ITS PRACTICAL APPLICATION.—Wesley E. 
Gatewood, M.D.; Iowa City. Journal of the 
American Medical Association. 





1. Practical application of the Dick Test in scar- 
let fever. 

2. To determine the susceptibility of various 
persons who are frequently exposed, determining 
which ones should be immunized. 

3. In uncertain cases as a means of early diag- 
nosis. 

4. In recognizing those who are susceptible and 
in need of active or temporary passive immunity 
after exposure to scarlet fever. 

5. Reliability of Test. 

Data of results of the application of the test is 
small but from the reports in literature and from 
the experience of the Author of this article it 
seems that this test may serve as an aid in early 
diagnosis of scarlet fever. Early positive reac- 
tions are additional proof of the disease being 
scarlet fever and a negative test is against scar- 
let fever. Late, a positive reaction is not indica- 
tive of scarlet fever provided sufficient time has 
elapsed for development of immunity. . - 

. E. W. 








EYE, EAR, NOSE and THROAT 
Edited by Jas. C. Braswell, M. D. 
726 Mayo Bidg., Tulsa 











POSTOPERATIVE ADHESIONS OF THE VIT- 
REOUS TO THE CORNEA.—Cottle, M. H. 
Am. J. Ophth., 1924, vii, 263. 





The author reports four cases of adhesions of 
the vitreous strands to the corneal wound follow- 
ing the discission operation with knife needles for 
secondary cataract. The slit lamp permits easy 
and early recognition and observation of these 
synechiae. They originate in the vitreous itself— 
not from the secondary membrane. Their struc- 
ture varies in texture and strength. Depending 
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upon the structure and direction of the fibers ir- 
regularities of the pupil occur. The synechiae do 
not tend to disappear spontaneously. 

The occurrence of this complication probably 
depends on the composition of the vitreous, or the 
operative technique used, or both. It is possible 
that the delicate fibers of the ligamentum hyal- 
oideocapsulare are pulled into the wound and 
undergo a change due to a low grade inflammatory 
reaction or a chemical change which causes them 
to become course and tough. In all of the cases 
the incision was made at an appreciable distance 
from the limbus. The shape of the knife, the 
depth to which the knife is plunged in the vit- 
reous, and the method of its withdrawal may be 
other factors. 

The synechiae may cause complications such as 
secondary glaucoma, late infection, and prolapse 
of the vitreous. 





SUPPURATIVE LABYRINTHITIS.—Lillie, H. IL. 
Surg. Clin. N. Am. 1924, iv, 513. 





Experience with labyrinth diseases has shown 
that by far the most important factor in the suc- 
fessful management of this condition is the cor- 
rect diagnosis. It is known that destruction of 
the function of the labyrinth by disease process 
may be followed by recovery without operative 
interference and without further labyrinthine 
symptoms. In daily practice cases of non func- 
tioning labyrinths may be encountered in which 
there are no signs or symptoms of active labyr- 
inth disease. In such instances, interference does 
not seem warranted, as natural processes have 
accomplished the desired result. 

The author reports four cases representing cer- 
tain types of labyrinth disease. Case 1. Toxic 
or metastatic labyrinthitis; Case 2, circumscribed 
suppurative labyrinthtiis followed by diffuse sup- 
purative labyrinthitis; Case 3, chronic suppurative 
otitis media and mastoiditis with acute suppura- 
tive labyrinthitis, facial paralysis and meningitis; 
and Case 4, suppurative and chronic otitis media 
with mastoiditis, diffuse suppurative labyrinthitis, 
and cerebellar abscess. 


A MODIFICATION OF AN OLD BUT SAFE IN- 
STRUMENT FOR THE COMPLETE ENU- 
CLEATION OF THE TONSIL.—Shekter,, A. J. 
Laryngoscope, 1924, xxxiv, 276. 


In the author’s opinion, the old Beck-Schenck 
or Beck-Mueller instrument is the safest for be- 
ginners. In competent hands the Sluder instru- 
ment is safe, but the most competent operator 
meets with accidents if he employs this instru- 
ment routinely. 

Shekter describes a new instrument for the enu- 
cleation of the tonsils which is modeled in general 
after the Beck-Schenck snare, but unlike the lat- 
ter has the advantages of a Sluder handle and 
trigger arrangement for pulling up on the wire 
loop. It has also the advantage of easy manipula- 
tion. The handle is removable and adjustable. It 
is a safe instrument for the beginner. The opera- 
tive technique is similar to that of the Beck- 
Schenck method. 











TRAUMATIC ABSCESS OF THE NASAL SEP- 
TUM IN CHILDREN, WITH A REPORT OF 
FIVE CASES.—Yerger, C. F. Illinois M. J., 
xiv, 278. 





_ Conditions presenting a picture somewhat sim- 
ilar to that of traumatic abscess of the nasal sep- 
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tum are: (1) syphilitic gumma of the septum, 
(2) polypus, (3) hypertrophy of the inferior tur- 
binates, and (4) thickening of the deflected nasal 
septum with soft hypertrophy of the mucosa. 

The prognosis of traumatic abscess of the nasal 
septum depends upon the promptness of treatment. 
The latter should consist in measures to obtain 
adequate drainage of the abscess, to combat symp- 
toms of infection and to prevent deformity. 

To prevent deformity early replacement of the 
separated mucoperichondrium to the cartilage is 
essential. Therefore drainage should be dispensed 
with as early as possible. To aid in the approxi- 
mation of the flaps, the author prefers the largest 
rubber drainage tube than can be employed in 
the nostrils and the use of gauze packing as in- 
dicated. The tube and gauze splint are left in 
place for one week and then replaced, if this is 
desirable, by an ordinary perforated, hollow, hard 
rubber splint which is used for three weeks. 

The author draws the following conclusions: 

1. Traumatic abscess of the nasal septum is 
relatively rare, considering the frequency of nasal 
trauma in children. 

2. It occurs as a rule in early childhood and is 
the result of slight trauma. On account of the 
insignificance of the trauma many of the cases 
are not recognized. 

3. Unrecognized or neglected cases result in 
unsightly nasal deformity. 

5. In every case of injury to the nose in chil- 
dren a careful examination should be made for 
evidence of a septal haematoma or abscess. 








ORTHOPAEDIC SURGERY 
Edited by Earl D. McBride, M. D. 
1006 First Nat’l. Bank Bldg. Oklahoma City 











1. DISLOCATIONS. 
RECURRENT OR HABITUAL DISLOCATION 
OF THE SHOULDER JOINT.—A. S. Blundell 
— British Med. Jour., Dec. 15, 1923, p. 
1132. 





This disability may almost be said to be pecu- 
liar to athletes and to epileptics. The dislocation 
is nearly always anterior. It has been thought 
to be due to abnormal laxness of the capsule, to 
weakness of the surrounding muscles, and to im- 
perfect healing of an ordinary traumatic disloca- 
tion. The various operations for its relief have 
had as their object the lessening of the size of the 
capsule, by pleating or giving it additional sup- 
port, by transplantation of the muscle. Only those 
operations which have definitely limited the range 
of movement of the shoulder joint have succeeded 
in preventing redislocation, and this probably be- 
cause of such limitation. 

Recurrent dislocation has nothing in common 
with ordinary traumatic dislocation, which occurs 
through the anterior and lower portion of the cap- 
sule and which heals readily and permanently. It 
is caused by direct violence against the head of 
the humerus from behind, causing it to shear off 
the fibrous capsule of the joint from its attach- 
ment to the fibrocartilaginous glenoid ligament. 
There is no tendency for the detached capsule 
spontaneously to unite with the fibrocartilage. 
Hence the dislocation recurs. 

The detachment of the capsule from the fibro- 
cartilaginous glenoid ligament is the essential 
feature in recurrent dislocation. The author’s 
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operation for cure exposes completely the an- 
terior margin of the glenoid cavity through an 
incision from the upper border of the clavicle 
above the coracoid, downward and outward for 
about five inches. The deltoid and pectoralis 
major are separated and the coracoid defined, 
divided with the osteotome or boneps, and drawn 
downward with its attached muscles. Then ten- 
don of the subscapularis is divided close to its 
insertion and retracted inward exposing a rent 
between the glenoid ligament and the capsule 
proper. The rent is repaired with interrupted 
sutures of silkworm gut passed between the free 
edge of the capsule and the glenoid ligament: the 
divided subscapularis tendon is reunited, the de- 
tached coracoid process reattached, and the wound 
closed. The arm is kept at rest four weeks and 
then given active and passive movements. The 
author reports four cases, with complete restora- 
tion of function in three, and with no recurrence 
in any one of them. 





2. FRACTURED SPINE. 
PRACTICAL CARE AND TREATMENT.—W. C. 
G. Kirchner, Surg. Gyn. and Obst., June 1923, 
p. 830. 





The author states that diagnosis and surgical 
treatment of this lesion have received much at- 
tention recently but little has been said about 
many important details in the management of 
these often difficult and discouraging cases, espe- 
cially those associated with extensive paralysis. 
He reports in detail a case of fracture and disloca- 
tion of the third and fourth lumbar vertebrae with 
paralysis of lower limbs and loss of control of 
itus, cellulitis, cystitis, impacted feces, etc. The 
bladder and rectum, with complications of decub- 
detail of nursing, the uses of plaster shell and 
cast, hammock suspension of limbs from Balkan 
frame, surgical care of bed sores, and other prac- 
tical points are discussed. By extreme patience 
and care a favorable result was obtained in a 
hopeless type of case. 





3. CONGENITAL DISLOCATIONS. 
BILATERAL HIP DISLOCATION IN A FOETUS 
OF FIVE AND ONE-HALF MONTHS.—M. Van 
Neck. Arch. Franco-Belges de Chir., Jan. 1924. 





This is the description of a specimen of un- 
known origin. The foetus is normal with the ex- 
ception of the hips. Ossification of the femurs 
and pelvis is normal. The acetabula are small 
and shallow. The femoral heads are flattened but 
of normal size. There is no normal torsion or 
change in the angle of the femoral necks. 








BOOK REVIEWS 











THE SURGICAL CLINICS OF NORTH AMER- 
ICA. (Cleveland Clinic Number.) (Issued ser- 
ially, one number every month.) Volume 4, Num- 
ber 4. (Cleveland Number, August 1924), 248 
pages with 218 illustrations. Per clinic year 
(February, 1924 to December 1924.) Paper $12.00 
Cloth $16.00 net. Philadelphia and London: W. B. 
Saunders Company. 


While this entire issue is of importance to 


various interests in medicine and surgery, 
especial importance must be granted the chap- 
ters on “Factors Governing Mortality in Op- 
erations for Hyperthyroidism,’ by Geo. W. 
Crile; “A Clinical Discussion of Tumors of 
the Breast” by Frank H. Bunts; “Subphrenic 
Abscess” by John Phillips; “Application of 
X-Rays in Diagnosis of Gall-Bladder Dis- 
ease,’ B. H. Nichols; “Importance of Diag- 
nosis of Vincent’s Angina,” T. E. Jones; “A 
Clinical Discussion of the Diagnosis, Treat- 
ment and Prevention of Diabetes,” by Henry 
J. John. This latter is of unusual interest 
and is here noted in part as follows: John 
believes that (1) obesity of sudden develop- 
ment, (2) glycosuria, (3) fasting 12 hour 
blood sugar, 130-165 mg. per 100 c.c., (4) 
blood sugar content of 130 mg. per 100 c.c., 
or above three hours or more after the last 
preceding meal, and, a familiar history of 
diabetes—are predominant features and that 
if these signs, symptoms and findings were 
early recognized and treated, 90 per cent of 
diabetes could be prevented. Certainly im- 
portant food for thought. 





INTERNATIONAL CLINICS, a quarterly of 
illustrated clinical lectures and especially prepared 
original articles on treatment, medicine, surgery, 
etc., etc., etc., and other topics of interest to stu- 
dents and practitioners, by leading members of the 
medical profession throughout the world; edited 
by Henry W. Cattell, M. D., Vol. Ill, thirty-fourth 
series, 1924; J. B. Lippincott Company, Philadel- 
phia and London, 1924. 

This issue is especially valuable as it con- 
tains many colored plates illustrative of the 
Dick reaction in scarlet fever by Abraham 
Zingher, New York; “Progress in Dental 
Hygiene,” by Captain R. W. Leigh, A.B., 
D.D.S., Washington, is so important, dealing 
with subjects too long and too much ignored 
by the average practitioner, that further dis- 
cussion of it seems futile and not worth while, 
when the final and fatal consequences of den- 
tal neglect are recalled, if they are coupled 
with the years of warning which have already 
passed in review before the medical minds of 
the country. “Management of Peptic Ulcer” 
by Frank Smithies, Chicago, of course will 
demand the close attention of students of that 
problem. 
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STANDING COMMITTEES 
Medical Defense—Drs. L. 8. Willour, ow, McAlester; 


P. P. a wy Pa > Deon Bas . White, Surety 
Bidg., Musk ompson, nes ep Bubtine, Muskogee; 
Ralp h V. feet as 610 Commercial Bidg., 


Hospitals—Drs. Fred 8. Clinton, Chairman, New World Bl 
Tulsa, E. E. Rice, Shawnee; M. M. DeArman, Miami; 8S. N. 


tional 
P. P. ‘Nesbitt, Surety Bldg., Musk 8. Riser, Blackwell: 
McLain Rogers, Clinton; Cw rowe, AWeodwant 


ealth Problems in Public Education—Horace T. Price, 

palace Lr Tulsa, Chairrhan; W. A. —«9 sy Nate 

klahoma City; Winnie Sange berty Nations] 

4 pie Oklahoma City; Carl Puckett. ! Rate Capitol, Okla- 
homa City. 


Scientific Section and Section Work—Ralph V. Smith, 
Tulsa, Chairman; G. 8. Baxter, Shawnee; Jas. T. ley, El Reno: 
Claude A. Thompson, Barnes BI Idg., M uskogee, Okla. 


Scientific and Educational Exhibits—L. A. Mitchell, Fred- 
erick, a, a oa A Walter C. Bradford, Shawnee; Earl M. Mabry, 
Altus; Claude A. Thompson, Barnes Bidg., Muskogee. 


State Medical Library—Jno. A. Hatchett, State Cay itol 
Bidg., Oklahoma City, Chairman; D. D. Paulus, Patterson B Bldg. 
Oklahoma City; Ellis Lamb, Clinton, C. A. Johnson, Wins 


Legislation—Carl Puckett, State Capitol ,Oklahoma City, 
mee: J. M. Byrum, Shawnee; L. Willour, McAlester; 
A. J. Sands, American National B Bank Bidg., Oklahoma City; 
W. A. Tolleson, Eufaula, Oklahoma. 


Medical Education—LeRoy Long, Colcord Bi 
City, Chairman; . 8S. Risser, Blackwell; T. 
McAlester; Thos. B. Hinson, Enid. 


Necrology—A. 8. Risser, Blackwell. 


,» Oklahoma 
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President-Elect, Dr. P. P. 33° —_ — uskogee. 
first Vice-President, Dr. 


Third Vice-President, Dr. 
ob Dr. C. A. Thompson, 508 Barnes 
Bldg., Muskogee. 
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810 Surety “a, = uskogee. 
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._M.A., Dr. W. Albert Cook, Palace Bidg., Tulsa, 
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STATE BOARD OF MEDICAL EXAMINERS 


Dr. C. D. F. O’Hern, F. A.C. 8. Pres. Tulsa; Dr. O. N. Windle, 
Vice-Pres. Sayre; r. J. M. Byrum Secretary-Treasurer, Shawnee; 
Dr. ey right, Grandfield; Dr. H. C. Weber, Bartlesville; 
Dr. G. E. Pyatt, Oklahoma City; > D. W. Miller, Blackwell; 

L. E. Emanuel, Chickasha; Dr. W. E. Sanderson, Altus. 
Meetings held on second Tuesday pee Wednesday in January 
April, July and October. Oklahoma City. Do not address com- 
munications concerning State Board examinations, reciprocity, 
os Ga Deumaah on te De, ¢ C. A. hee m, Secretary, but to 
Dr. J. M. Byrum, Shawnee, Secretary of the Board. 

The applicant ‘ter license, either by examination or reciprocit 
shall be a graduate of a medical school, the requirements o whi 
for Srmiar less = my have been, at the time of graduation, in no 

less than those eo by the Association of American 
ical Colleges for that particular year. 
Reciprocal relations have been established with Missouri, 


on only, i 
foeky. Michi Mississi, ebraska, Nevada, New Mexico, 
} Cares, Ohio ennessee, Te: a, A, 
Washington, West vegan, on of a di aan 
8 license without examination case Sinton. rr the 
license were issued prior to , By 12, 1908. 








COUNCILORS AND THEIR COUNTIES. 


Woods Woodward, Alfalfa, Major, Gra Gatheld, Sble and 
a, ior, Gran 
Kay. A. 8. ave Blackwell. (Term expires 1924 


Dewy Roger Mills, eon Beckham, 
Washita, Greer, Hiown, armon, Jackson and Tillman. Dr. 
Alfred A. Bungardt, Cordell. (Term expires 1926.) 


District No. 3. Blaine, Ki Canadian, Logan, Payne 
Lincoln, Olelahoma, Cleveland, Pottawatomie, Seminole and 
McClain. Dr. Walter Bradford, Shawnee. (Term expires 1925.) 


District No. 4. Caddo, Grady, Comanche, Cotton, 8 ns, 
JeSepence, Garvin, Murray, Carter, and Love. J. T. lover, 
Sulphur. (Term expires 1926.) 


District No. 5. Pontotoc, Coal, Johnston, Atoka, Marshall: 
Bryan, Choctaw, Pushmataba and McCurtain. Dr. J. L. Austin, 
Durant. (Term expires 1 


District im ¢ 6. Okfuskee, Hughes, Piuiee, Latimer, Le, 
Flore, _— = Sequoyah. L.& Willour, McAlester. (Term 


expires 1 
District No. 7. Pawnee, Osage, Washington, Tulsa, Creek, 
— and Rogers. Dr. Gregory A. Wall, Tulsa. (Term expires 


District Wagoner, 
Cherokee, Bair’ ‘orsmalge Na Musk Th Melntosh, Dr. P. P. 
Nesbitt, Surety ‘Bldg fTerm expires 1925.) 





CHAIRMEN OF SCIENTIFIC SECTIONS 


General Medicine, Neurology, Wycheinge: and Bacteriology, 
Dr. H. T. Ballantine, Chairman, Surety Buildi Muskogee. 
Dr. Horace T. Price, Secretary, 615 Commercial Biig., Tulsa. 


Eye, Ear, Ni and Throat, Dr. J. C. Macdonald, Chairman, 
Sellen Bldg. ¢ Oklahoma City. Dr. James C. Braswell, Secre- 
tary, 726 Mayo Bldg., Tulsa. 


Genito-Urinary, Skin and Radiol 
our, 205 Bliss Bldg., Tulsa, Chairman. 
Laboratory Bldg., Tulsa, Secretary. 


Obstetrics and Pediatrics, Dr. Carroll M. Pounders, Liberty 
Bidg., Oklahoma City, Chairman. Dr. R. M. Anderson, Shawnee, 
Vice-Chairman; Dr. GC. E E. Bradley, 610 Commercial Bldg., Tulsa, 

retary. 


Surgery and Gynecology, Dr. L. A. Hahn, Guthrie, Chairman; 
Dr. Stratton E. Kernodle, 119 W. 5 st., Oklahoma City, Secretary. 


» - Ledley Cohen- 
. Woods, Wright 








Radium for Rent 


Why not treat your patients yourself with radium under 
the direction of an experienced radium therapist? Radium 
loaned to physicians at very reasonable rates and detailed 
information furnished as to how to apply it. Send for 
descriptive literature explaining our Radium Rental 
Service and the pamphlet “Indications for Radium 
Therapy.” 


QUINCY X-RAY & RADIUM LABORA- 
TORIES 


731 Hampshire Street Quincy, Illinois 








THE TROWBRIDGE 
TRAINING SCHOOL 


A home school for nervous and back- 
ward children 
The Best in the West 


E. Haydn Trowbridge, M. D. 
900 Chambers Bldg. KANSAS CITY, MO. 
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